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CLINICAL CARDIOVASCULAR OBSERVATIONS: 
PAST DECADE* 


PROGRESS IN THE 


BY PAUL D. WHITET 


HERE is a fascination about the study of 

medicine that holds its devotees in its grip 
often beyond the influence of the usual customs 
and conventions of social and business life. To 
live in the midst of medical progress today is a 
wonderful but exacting opportunity, harder per- 
haps for our families and friends than for our- 
selves. Every field of medical interest and 
endeavor, including that of heart disease, has 
been extraordinarily fruitful in the past genera- 
tion, but doubtless only a small and early har- 
vest has as yet been gathered. More and more 
it is evident that the haphazard advances made 
in the past by medical men who have 
specialized in everything will be duplicated but 
rarely in the future. It is natural and obvious 
that the vast percentage of new knowledge in 
medical science has come and will come threugh 
the work of men and women concentrating 
on narrower fields of medicine, not only to devel- 
op their own fields but also to make clearer 
the relationships between these fields and others, 
a matter often overlooked or misinterpreted in 
the discussion of specialism. It may be the role 
of one individual, through accident, opportunity 
or desire, to be a general practitioner, of another 
to be a specialist, of another to be a public health 
official, of another to be a hospital administrator, 
of another to be primarily a medical school 
executive or teacher, and of another to be a 
laboratory worker. It is to be expected 
that not only the most active investigations 
along specific lines but also the most enthusiastic 
teaching should come from those in the thick of 
their own particular activities, whether in prac- 
tice, or in laboratory, hospital, or executive 
work. 

It is my desire, as one who has been spending 
the bulk of his time and interest in the study of 
human eardiovascular disease during the last 
decade, to recount to you tonight some of the 
things I have learned during that ten year 
period, gained by the application to clinical 
medicine of the principles and teachings of my 
masters and associates in the study of cardio- 
vascular disease, either through personal associa- 
tion or through the literature. Many of these 


*Presented at the Annual Meeting of the Rensselaer County 
Medical Society. Troy, N. Y., December 14, 1927. 


+For record and address of author see ‘‘This Week’s Issue,” 
Page 365. 





individual observations that I shall mention are 
already familiar to you, but their assembly as a 
whole in this review may prove helpful. 

It is not long ago, in fact only since the World 
War, that people have ventured to specialize in 
heart disease. But ten years ago it was a bold 
step and words of warning were uttered to those 
about to take it. Now it is a natural step and 
need not be preceded by an exhausting and dis- 
tracting decade or two of general practice with 
the loss of the most enthusiastic and receptive 
years before beginning to specialize, although 
naturally fundamental training is essential, and 
broad vision, experience, and common sense are 
invaluable. A few pioneers like Mackenzie ear- 
ried on general practice for the bulk of their 
lifetimes before concentrating on special prac- 
tice, but we are no longer living in those early 
pioneer days and Mackenzie’s example would 
need to take other form today. Even the 
internist of the past and present generation has 
been, in his day, very much of a specialist as 
compared to the general practitioner. But 
tempora mutantur. Steadily the practice of 
medicine is evolving into the correlated activity 
of the all important general practitioners at the 
front of the battle and well-trained specialists 
(ineluding the surgical specialists) grouped at 
strategic points for study and treatment of the 
occasional cases demanding such study and 
treatment. Constantly the general practitioner 
acquires by experience and teaching more and 
more special knowledge so that in some cases at 
least he needs less and less to consult the special- 
ist. In the future those of us who are specialists 
will be able to devote more time to the analysis 
of the more difficult cases and to the investiga- 
tion of the more important clinical problems. 

We may call the present paper a clinical car- 
diovascular review since the time Mackenzie left 
off his more active work. To stop where he 
stopped would be the last thing in the world that 
he himself would have desired. Some of the ob- 
servations I shall briefly review were begun or 
established before this last decade, but their 
widespread introduction to medicine is recent. 


A. ETIOLOGY 


1. First and of fundamental importance is 
the realization of the value of an etiological as 





i i a 


326 CARDIOVASCULAR OBSERVATIONS—WHITE 





N. E. J. of : : 
April 6, pr 





well as of a structural and of a functional diag- 
nosis. Almost everyone of you is familiar with 
the older pathological diagnosis (like mitral 
disease, enlarged heart, ‘‘myocarditis’’, and 
pericarditis), but as important as_ that 
may be, how inadequate it now appears after 
Mackenzie’s insistence also on a functional diag- 
nosis, and after the present-day demand for an 
etiological diagnosis, obviously of such great 
significance. If we don’t know the cause, let us 
say so—it is a healthy habit. We may write 
after a given case ‘‘cardiac enlargement, or 
auricular fibrillation, of unknown eause’’. More 
and more we shall learn the reasons. 


2. Rheumatic infection, as a very frequent 
and important cause of serious heart disease, 
has been more and more investigated and found 
to be not infrequently an insidious invader, hard 
to recognize sometimes in early childhood, and 
persisting in subacute form, like tuberculosis or 
syphilis, for years. The rheumatic heart has 
been found most frequently among the natives 
of colder climes, among the poor, and in certain 
families. To control it is one of our chief prob- 
lems for the future. 


3. Effort syndrome, the nervous heart, neuro- 
circulatory asthenia or the soldier’s heart, al- 
though always in existence and recognized in the 
past, as by Da Costa after the Civil War, was 
not known to the average doctor until its great 
frequency in the World War brought it to the 
notice of all. Many young people, and older 
too, afflicted with this annoying complaint before 
the war, had been told they had heart disease, 
and even now in some places it is still labelled 
as myocarditis or mitral stenosis. Its coexistence 
with organic heart disease in frequent nervous 
patients also needs recognition so that the heart 
disease may not be blamed and treated for symp- 
toms not of its making. Faintness, dizziness, 
easy exhaustion, nervousness, sweating and ex- 
cessive sighing when present aid one in the eval- 
uation of such symptoms as palpitation, dyspnea 
and heart pain. 

4. The thyroid heart—the irritable heart due 
to hyperthyroidism with its frequent absolute 
arrhythmia and in severe chronic cases actual 
congestive heart failure—has become now widely 
recognized and more properly treated. Hamil- 
ton and Lahey in particular have shown the fre- 
quent resorative treatment by operation in eases 
where digitalis therapy and other measures have 
failed. 

5. Subacute bacterial endocarditis, one kind 
of ‘‘malignant endocarditis’’ of old, and prob- 
ably best called streptococcus viridans endoear- 
ditis from its cause, is now widely recognized as 
a serious, almost always fatal complication oe- 
eurring particularly in rheumatie (less often in 
congenital) heart disease. Though as vet we 
have no cure, we have advanced a long wavy in 
recognizing the disease when it appears. It is 
a slow fever lasting for months, associated often 
with secondary anemia, embolic phenomena, 





splenomegaly, clubbing of the fingers, positive 
blood cultures, and terminating fatally. 


6. Coronary thrombosis, frequently compli 
eating angina pectoris and often fatal in a few 
days, with recovery for years in less severe Cases, 
was diagnosed clinically by but a very gifted 
few prior to ten years ago. Even Mackenzie 
called it angina pectoris and others have called 
it acute indigestion or grippe. Now general 
practitioners are very apt to recognize the con. 
dition and seem to have a good knowledge of its 
significance and treatment. <A prolonged attack 
of severe substernal oppression in a middle aged 
or elderly person lasting for hours, requiring 
morphine for relief, and often followed by fever 
and leucocytosis for a few days, spells a cardiac 
infaret from thrombosis of a narrowed sclerotie 
coronary artery, usually the descending branch 
of the left. If the infarct is large, intra-cardiae 
thrombosis with or without embolism, pericardi- 
tis, congestive failure, paroxysmal auricular 
fibrillation, acute cardiae dilatation and sudden 
death may follow. In the past, more than a few 
days for recovery were rarely recommended; 
now we know that weeks or months are necessary 
before the infarct is well healed. 


7. The hypertensive heart is no longer called 
routinely Bright’s disease, cardiorenal disease, 
or myocarditis. We recognize that essential 
hypertension is a strain on heart, kidneys, and 
the cerebral circulation, but is often supported 
for many years without symptoms. The heart 
hypertrophies and often fails, especially if there 
are other complications like coronary disease 
and uremia. The cause of essential hyperten- 
sion is as yet unknown, though every year new 
theories and new remedies appear. No thera- 
peutic measure has yet succeeded. Before ten 
or fifteen years ago, it was taken for granted at 
the Massachusetts General Hospital that hyper- 
tension meant chronic primary nephritis—now 
we dco not know what it means. 


8. Congenital heart disease is still much of a 
mystery, but the recognition of its varieties, es- 
pecially through the work of Maude Abbott, has 
been much advaneed. We are a little more apt 
to be right when we hazard a struetural diagno- 
sis than we were ten years ago, and in general 
it has been shown during this deeade that the 
prognosis is in large measure dependent on the 
degree of cyanosis. 


B. STRUCTURAL AND FUNCTIONAL DIAGNOSIS 


9. There have also been advances in methods 
of diagnosis, even in the application of the 
stethoscope. The mitral diastolic murmur, 
clearly recognized by but few ten or more years 
ago, is now widely appreciated. Even Mackenzie 
taught that the murmur of mitral stenosis was 
a presystolic murmur, with an earlier diastolie 
murmur added to it in extreme cases. Today 
we know that the reverse is the ease, the so- 
ealled mid-diastolic murmur generally ap- 


pearing first, with the presystolie phase added if 
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the stenosis becomes greater in degree or if the 
heart action is accentuated by exercise. The 
failure, years ago, to diagnose mitral stenosis in 
the presence of auricular fibrillation because the 
presystolie murmur was not heard is uncommon 
today among well informed physicians. Mace- 
kenzie told me, a few years ago, that we were 
hearing too much, but I feel quite sure that he 
heard too little, perhaps in part because of his 
devotion to the old wooden monaural stetho- 


scope. 


10. The third sound of the heart, a frequent 
normal apical finding, was rarely appreciated 
before ten years ago. Now we expect it, par- 
ticularly if we listen with the bell chest piece 
in the recumbent position. Its marked increase 
means usually either mitral stenosis, in which 
condition it is frequently followed by the mitral 
middiastolie murmur, or the extra sound of the 
very important and serious protodiastolie gallop 
rhythm of heart failure. The third sound is to 
be clearly differentiated from a reduplication of 
the second heart sound. Sometimes it is even 
accompanied by a palpable shock at the cardiac 
apex. We heard little of this third heart sound 
ten years ago. 


11. The systolic murmur, too, is fitting into 
its proper place. Years ago, it was thought by 
some to be a serious sign. Then during the war 
it was minimized. At the present time we realize 
that if loud, whether at apex or at aortic area, it 
is not normal and is often an important sign of 
heart trouble and ill health, though sometimes 
temporary. Mitral regurgitation as a diagnosis 
gave place ten years ago to mitral stenosis, but 
once again it has revived, apparently in its 
proper value, neither to be magnified nor mini 
mized. A pulmonie systolic murmur is, however, 
still regarded, unless marked, as a normal find- 
ing. 


12. Even percussion of the heart has in prac- 
tised hands been revived as a valuable method of 
determination of heart size and shape. Not only 
in the absence of an X-ray is it useful, but it 
may be more accurate than the X-ray if the lat- 
ter has not been obtained with the greatest care, 
and such is not rarely the case. Therefore per- 
cussion should always be done, if for no other 
purpose at least to check the X-ray. Two points 
in particular of much value respecting percus- 
sion of the heart have arisen in recent years and 
yet they are but little known generally. For 
me they have proved invaluable. One is the use 
of the midelavicular line as a guide to heart size 
in a given individual. This line is drawn down 
over the precordium vertically from a point 
midway between the midsternum and the outer 
end of the left clavicle. This line is a far more 
constant and reliable index than is the nipple 
line. If the apex impulse and left border of 
dulness to percussion in the upright position 
are found outside this midelavicular line en- 





largement or displacement of the heart is almost 
certain, even though these same findings are in- 
side the nipple line. The second new point in 
recent years of much value in percussion is the 
determination of the presence or absence of in- 
creased dulness in the third interspace to the left 
of the sternum. Increased dulness there in the 
absence of general cardiac enlargement means 
almost always either chronic mitral disease or 
congenital patency of the ductus arteriosus, with 
enlargement of the infundibulum of the right 
ventricle or of the pulmonary artery. Such en- 
largement may be found evén when the apex im- 
pulse is in its normal position. 


13. The introduction of sphygmomanometry 
routinely into clinical medicine some twenty 
years ago gave rise at first to some false notions 
such as that already mentioned that high blood 
pressure was due to Bright’s Disease. Great 
attention was paid to very slight changes in 
pressure readings in individual eases, and the 
idea got about that the normal pressure was 100 
plus the age of the subject as recorded in milli- 
meters of mereury systolic. Largely as the re- 
sult of thousands of insurance examinations, it 
has been learned that at any adult age a systolic 
blood pressure of 110 to 120 is highly desirable 
and favorable for long life, if there has not been 
a sudden drop to this figure from a much higher 
one. 

14. One of the most important signs we pos- 
sess in clinical medicine is that of alternation of 
the pulse (pulsus alternans) as determined 
most readily by blood pressure study. It should 
always be looked for and when found (except 
with extreme paroxysmal tachyeardia) it is a 
sign of serious, sometimes speedily fatal, heart 
weakness. It consists of alternating strong and 
weak beats evenly spaced in time or with the 
weak beats late, never early. Its frequency was 
not realized until recent years. 


15. One other recent finding by the ausculta- 
tory method of blood pressure estimation is the 
so-called auscultatory gap. This gap consists of 
an interval of silence or dulled tones, for about 
30 millimeters of mercury, a little below the 
systolic pressure, and occurring especially in 
aortic stenosis or hypertension. It apparently 
is of little moment except that it may lead to 
error, the lower end of the gap being mistaken 
for the systolic pressure or the upper end for 
the diastolic pressure. Palpation of the radial 
pulse as a check during auscultatory sphyg- 
momanometry will obviate the error. 

16. The use of the X-ray in the diagnosis. of 
cardiac and aortic disease has progressed rapid- 
ly. Fluoroscopy and teleroentgenography, and 
orthodiagraphy have been perfected, and, if well 
done, give us helpful information not only about 
the size and shape but also about the force and 
rhythm of the heart. The oblique views and ro- 
tation of the patient while being observed fluoro- 
scopically are often helpful though frequently 
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neglected. Mitral disease, aortic disease, patency 
of the ductus arteriosus, hypertension, aortic 
sclerosis, and pericardial effusion all give more 
or less characteristic pictures: they still need 
further study. 


17. Graphic methods have now settled down 
to their proper place in cardiac diagnosis, and 
useful indeed have they proved. At first re- 
garded by many as toys, the sphygmograph and 
polygraph in the hands of Wenckebach and 
Mackenzie proved their worth in paving the 
way for the introduction of the electrocardio- 
graph. Even yet, now and then, when pulsus 
alternans is suspected or help in the analysis of 
obscure cardiac mechanisms is wanted, the 
mechanical pulse tracing is valuable. It is, 
however, the electrocardiogram that teaches us 
the most, and more information comes from the 
study of the shapes, durations and amplitudes 
of the various waves of the electrocardiogram 
than from the analysis of arrhythmias for which 
it was at first obtained. The last ten years have 
erystallized this added information for us, 
though a few dark corners still remain. The 
condition of the myocardium may at times be 
better revealed by the electrocardiogram than 
by any other method, especially if coronary dis- 
ease is in question. Intraventricular or bundle 
branch block, flattening or inversion of the T 
waves, very low voltage of all waves, and abnor- 
mal deviation of the electrical axis all help in 
our analysis of a given individual. Even a 
diagnosis of myxedema may be at times fairly 
hazarded by inspection of the electrocardiogram 
alone. 


18. Other methods of study of the cireula- 
tion have been introduced or revived during the 
past ten years, such as that of the capillaries, of 
blood flow and blood gases, of venous blood pres- 
sure, and of the vital capacity of the lungs. Ex- 
ercise tests and other methods to judge cardiac 
capacity have been described. All of these spe- 
cial studies have been helpful in understanding 
physiological processes and occasionally in ex- 
plaining symptoms and signs, but for routine 
use in practice they have not become neces- 
sary. It is helpful to know why in acute or 
chronic congestive heart failure the orthopneie 
position is the most comfortable, due to the de- 
crease of blood flow and of pulmonary conges- 
tion, with relative rest for the heart. It is of in- 
terest to know what the venous pressure may 
register in centimeters of water and what the 
vital capacity in centimeters of air, but for diag- 


. nosis, prognosis and treatment this information 


is not essential. There has been no notable ad- 
vance in the past decade in the analysis of blood, 
urine, or renal function of especial value in the 
study of heart disease or of cardiovascular 
physiology, except that of blood gases by Bar- 
eroft, Van Slyke, Haldane, Henderson, Bock, 
and others. Of especial physiological interest 
has been the study of capillary circulation by 








Krogh, Richards and Lewis, and of the capil- 
laries and Thebesian vessels of the heart by 
Wearn. 


C. TREATMENT 


19. The discovery that behind auricular 
fibrillation and auricular flutter there lies a 
common mechanism ealled the ‘‘circus move- 
ment’’ has been an interesting and important 
development of the past decade. Applying the 
findings of Garrey and of Mines to the mam- 
malian heart, Lewis and his co-workers demon- 
strated that a wave of contraction, travelling 
incredibly fast, revolves about the great veins 
of the right auricle, giving rise to auricular 
flutter if at about the rate of 300 to 400, with 
ventricular rate at 1% this and regular, or to 
auricular fibrillation if at rates over 400 (to 
600), with ventricular rate very irregular and 
rapid (about 150). The influence of various 
drugs and stimuli on the circus movement has. 
been studied but it was the chance observation 
of a layman, himself a patient of Wenckebach’s, 
which revealed the most dramatic effect. He 
found that quinine which he took for other pur- 
pose tended also to prevent paroxysms of the 
circus movement (auricular fibrillation) in him- 
self. During and after the war the effects of 
the various cinchona alkaloids on the heart were 
studied, and the result has been the introduction 
into cardiovascular therapy of the most valuable 
drug since Withering’s vital work on digitalis 
(with the possible exception of the nitrites). 
This drug is quinidine sulphate, an isomer of 
quinine. It in most instances has an important 
effect on the circus movement, largely to prevent 
its appearance and to abolish it when present. 
It is a drug that must be used carefully and in- 
telligently, and of course in no way is a substi- 
tute for digitalis. 

20. It may sound surprising to say that one 
of the greatest advances of all in the past decade 
has been the more intelligent use of digitalis, 
but it is none the less true. Relatively few doc- 
tors had heeded the recommendations of With- 
ering and of Mackenzie to give the drug in ample 
dosage, and still fewer continued its use in suf- 
ficient rations. The widespread introduction of 
the ideas of digitalization and maintenance of 
digitalis effect is very recent. I can recall that 
when I was interne fourteen years ago it was the 
custom to give courses of digitalis, practically 
amounting at times to digitalization over an in- 
terval of a few days. These courses when need- 
ed, as in eases of auricular fibrillation, would 
result in marked improvement for the time being. 
The drug would then be omitted and gradually 
svmptoms and signs of trouble would return, 
often incapacitating the patient, endangering 


his life, and necessitating another course of 


digitalis. Now we largely avoid these relapses, 
or at least postpone them often for vears, by the 
very simple and effective method of daily 


rationing. It has been found, for example, that 
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a tablet or pill of 144 grains (0.1 gram) of a 
standardized digitalis leaf three times a day for 
a week will slowly but satisfactorily digitalize, 
or saturate, the average adult; then the admin- 
istration of one such tablet or pill daily for 
weeks, months or years will maintain such sat- 
uration and beneficial effect in the same average 
adult until the heart finally wears out, until the 
drug is no longer needed, or until some other 
disease ends the story. This daily ration makes 
up for the amount of the drug excreted or de-. 
stroyed each day. Individual variations from 
these averages, of course, occur and much com- 
mon sense must be used, but the general prin- 
ciples are invaluable. Sometimes more rapid 
digitalization is needed and the week’s schedule 
can then be compressed and even given intra- 
venously or subcutaneously, if necessary. If 
the tincture is used, ten times the amount of the 
powdered leaf is figured, but it is a bit more 
clumsy, and there is often the confusion between 
drops and minims. There seems no need ever 
to use the infusion, or to bother with other drugs 
of the digitalis group like squill. 

It is still problematical as to how much good, 
if any, small doses of digitalis may do—the so- 
ealled tonic doses—say of a grain or a half grain, 
or 5 or 10 drops of the tincture, daily without 
preliminary digitalization. Certainly such doses 
will not save lives when the drug is badly needed 
in larger doses. 

Much digitalis is still wasted and given with- 
out justification in all sorts of conditions. It is 
indicated in the treatment of congestive heart 
failure, and of auricular fibrillation and flutter. 
It may be used as a therapeutic test. But it is 
a drug that should not be employed routinely 
when a diagnosis of heart disease is made, or in 
preparation for operations, in operative or post- 
operative complications, or in infectious diseases. 

One further considerable advance in digitalis 
therapy that has come in the past decade is the 
vastly more satisfactory standardization of 
nearly all digitalis preparations on the market. 
In general we may now select the least expensive 
of such preparations, provided only they are 
reasonably fresh, and not feel that we are de- 
pendent on costly imported drugs. 


21. Recent advance in the drug therapy of 
heart disease other than in the use of quinidine 
and digitalis has not been notable. Probably 
the introduction of novasurol (merbaphen) and 
of salyrgan, mereury derivatives, by intramuscu- 
lar injection, for obstinate anasarca in conges- 
tive failure is the most important of the newer 
therapeutic measures (except for quinidine). 
They may be called improved. successors to the 
powerful diuretic drug calomel, given by mouth 
often with great success by our forbears. The 
saline diuretics have been less useful, and theo- 
bromine and theocin still remain the diuretics 
of first choice if digitalis fails to clear oedema. 


The use of theobromine and euphylline to re- 


duce angina pectoris and to improve coronary 
circulation has become widespread but often it 
proves ineffective. 


22. Finally, we should regard for a moment 
the introduction of surgical procedures in the 
treatment of cardiovascular disease. Some, like 
periarterial sympathectomy and valvulotomy 
for mitral stenosis, have been disappointing, but 
two measures need further discussion, namely 
cervical sympathectomy and paravertebral alco- 
hol injections, both for the treatment of obsti- 
nate or incapacitating angina pectoris. These 
procedures still remain in the experimental 
stage and apparently will continue so until more 
is known of the exact nature of angina pectoris 
and of the relations of heart and blood vessels to 
the nervous system. Enough has been done, nev- 
ertheless, to show that a certain number of cases 
have been to a high degree relieved of discom- 
fort by either measure. In neither case does it 
seem likely that the underlying processes of 
coronary or aortic disease are stopped or even 
diminished. Heart failure and death may occur 
perhaps as rapidly as if the operation or injec- 
tion had not been made. In one ease that I know 
of, cervical sympathectomy, done by Leriche 
himself with successful relief of most of the 
distress, was followed soon by congestive failure 
and death, perhaps, as Mackenzie had warned, 
because the subject no longer was foreed by the 
pain to keep from being too active. Both cervi- 
eal sympathectomy and paravertebral alcohol 
injections may be regarded as symptomatic 
treatment and by no means as cures. Just as 
symptomatic therapy has proved of great value 
in the practice of medicine in general, so here, 
too, in the treatment of obstinate and ineapaci- 
tating angina pectoris these two measures should 
be fully considered and now and then practiced, 
the alcohol injection method preferably (so far 
as we can tell at the present time) since in 
skilled hands it is the simpler. Neither pro- 
cedure should be urged until medical measures 
(rest and drugs) have been exhausted, for some- 
times very disagreeable hyperesthesia and pares- 
thesia lasting for weeks may follow the operation 
or injection and for a while be even more dis- 
agreeable than the angina pectoris itself. 


I have tried to sketch the outstanding progress 
in the study and treatment of cardiovascular 
disease in the past decade. I have appreciated 
tremendously the opportunity that I have had 
by concentration in the field to learn first-hand 
a little of the truly thrilling strides forward. 
What the next decade may have in store for us 
we can only conjecture, but certainly the most 
vital advance will come through a clearer under- 
standing of the causes of cardiovascular disease 





leading eventually to their prevention. 
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THE APPLICATION OF PATHOLOGY TO SURGICAL PROBLEMS* 
BY ERNEST AMORY CODMAN, M.D., F.A.C.S.t 
A® I presume the above title refers to everyday | our interest in any pathologic specimen, and how 


surgical problems, I will try to define for you 
what I believe to be the things which the average 
surgeon expects of the pathologist. In the first 
place, he expects him to be responsible for the 
eare and for the behaviour of the ram that crops 
the lawn near the laboratory. He expects to 
order a Wassermann, in a lordly way, on any pa- 
tient he wants to, and he supposes that ram will 
oblige the patholovist, but just how he does not 
know. He expects all the other live stock, rats, 
mice, rabbits, guinea pigs, monkeys, ete., to be 
sustained by the department, and if he has a 
sick dog of his own he will seek the pathologist’s 
advice. He wants to be able to order any sus- 
picious fiuid ‘‘put through a guinea pig’’ for tu- 
berculosis, but has little idea of the trouble in- 
volved. When rabies, glanders, anthrax, or any 
especially infectious or dangerous disease ap- 
pears, he expects the pathologist to know how to 
meddle with it without personal danger and to 
keep his old cultures safely corked up. Of course 
the department should keep in its ice-box ready 
for immediate use the appropriate sera for these 
awful things. Occasionally the surgeon opens the 
abdomen, puts in his thumb and pulls out a plum 
in the shape of some unusual tumor. Then he 
expects the pathologist to show great interest, to 
regard him as a contributor to science, and to 
help him write a paper in which appear some 
beautiful microphotographs. When he removes 
the appendix in some chronic ease, especially if 
the patient is prominent, he looks to the pathol- 
ogist to do his best to find evidence of inflamma- 
tion. If at an autopsy a lingering intra-abdomi- 
nal sponge is detected, he expects to have it 
palmed. With only ten minutes to speak I can- 
not complete the list of what the surgeon expects 
and must summarize it by saying ‘‘everything 
which is absolutely necessary to the hospital 
work which is troublesome, dangerous, time con- 
suming, or requires brains.’’ 

In turn, what does the pathologist expect of 
the surgeon? I have thought a long time about 
this and the answer is very nearly the same as 
that given by the mate to the captain on the good 
ship ‘‘Mozambique.’’ Although he only asked 
for civility, he really also wanted appreciation, 
interest, encouragement and cooperation ; and so 
does the pathologist. 

So I take the liberty of somewhat reversing 
the title and will speak of things the surgeon 
ean do to help the pathologist in his problems. 

The minds of the pathologists I have known 
have been singularly direct and simple as well 
as patient and kind. That of the late Dr. Whit- 
ney was an example. How susceptible he was to 
— before the Suffolk District Medical Society, January 25, 
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'glad he was to show us what he knew abont it! 
How patient he was with us! Year after year he 
saw us making the same old mistakes because we 
would not take time to study our specimens. | 
am glad that at least Richardson, Mixter and 
others of the older generation gave him their 
respect and encouragement and were ready with 
their sympathy for his occasional mistake in the 
diagnosis of some dried, inadequate bit of tissue 
which the belated interne gave him the day after 
it was removed. His spirit of codperation was 
inexhaustible and he helped us to write our pa- 
pers as naturally and pleasantly as if it were a 
definite part of his work. Yet I think very few 
of us ever did anything for him. We took him 
for granted and leaned on him. He was too wn- 
critical. It would have been better for us if he 
had flown into a passion when we lost a speci- 
men, and told us flatly that we had perhaps 
robbed the patient of something more precious 
than any money we could pay back. The care- 
lessness with which we failed (and this not in- 
frequently) to properly fix and preserve path- 
ologie specimens the examination of which might 
be of vital importance to the patients was as- 
tounding. And yet I am credibly informed that: 
this generation is still subject to the same weak- 
ness. This is still a surgico-pathologie problem 
of the first importanee—that tissue should be im- 
mediately and properly fixed or sent to the lab- 
oratory. It is one for which the chief of the sur- 
gical service should be held responsible; one in 
which he ean show his interest and give encour- 
agement, sympathy and codperation to the path- 
ologist. I suggest an air-compression tube such 
as they have in large department stores, so that 
the interne can shoot the fresh tissue to the lab- 
oratory directly from the operating room. 

Another problem is this: to so organize the 
work of the hospital that the pathologist will be 
informed of the clinical result of cases on which 
he has rendered a pathologie report. We go to 
the pathologist saying, ‘‘Is this bit of tissue ma- 
lignant?’’ We seem to take it for granted that 
the microscope can tell by some definite charac- 
teristic the answer to this question with infalli- 
ble certainty. This is sometimes true, but in 
many cases it is not; in fact when an experienced 
surgeon is in doubt from the gross appearances, 
the pathologist usually is in some degree also. 
The follow-up clerk might maintain lists of the 
records of cases of rare conditions, such as tu- 
mors of the testicle, neuro-fibromata or actino- 
mycosis, so that at any time the pathologist met 
a rare tumor, the clinical experience of the hos- 
pital and of the laboratory could be combined 
and the most accurate prognosis possible could 
be given. 





Prognosis from a given section varies with the 
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anatomic situation of a tumor. For instance, the 
same histologic appearances would have an en- 
tirely different prognosis if from a tumor of the 
phalanx of a finger or toe than they would had 
the section come from the lower end of a femur. 
Metastasizing sarcomas of the phalanges are 
practically unknown, but atypical benign chon- 
dromata are common in these bones. If the path- 
ologist were given a piece of skin containing an 
ulcer, the chance of its being malignant would be 
vastly different according to whether it came 
from the palm or dorsum of the hand. Cancer 
almost never appears in the palm. I have often 
thought that a decoction of palms and soles and 
phalanges might cure malignant conditions in 
other situations. At any rate, it is clear that any 
eross-indexing of pathologic specimens and elin- 
ical records should refer to the region as well as 
to the diagnosis of the lesion. It stands to rea- 
son that the more often the pathologist (and also 
the surgeon) is made cognizant of the fact of 
whether or not his prophecy is fulfilled, the more 
his experience will grow and the better his opin- 
ion will be. This, then, is another every-day prob- 
lem where surgeons can codperate with patholo- 
gists. If the surgical staff of a hospita! re- 
quested the trustees to give to the record depart- 
ment sufficient clerical help to follow up every 
ease on which the result was desired by the path- 
ologist, I believe it would be cheerfully done. 

The fundamental standard by which to take 
up each hospital problem, pathologic or surgi- 
eal, clinical or financial, is the good of the indi- 
vidual patient. The pathologist will take his 


rightful place in the balance if each individual 


patient is followed up to ascertain whether he 
has been treated efficiently. From this point of 
view it is my opinion that the hospitals of this 
country as a whole are overmanned surgically 
and undermanned pathologically. Perhaps I am 
biased by my experience with bone sarcoma, but 
I am sure that in one field the pathologists need 
help, for they make as many mistakes as the sur- 
geons. <At least I can say with confidence that 
in most large hospitals the transfer of one sur- 
geon to the pathologie department, for the pur- 
pose of studying the histology of the rarer forms 
of malignant disease checked by the late results, 
would be a step toward greater efficiency. But 
here we meet the almighty dollar, for the hos- 
pital pays the pathologist and the surgeon costs 
it nothing. 

This surgical problem of paying the patholo- 
gist has become an important question since the 
American College of Surgeons has been pursu- 
ing the matter of hospital standardization. In 
their minimum requirements for laboratories 
they assert ‘‘that a uniform system of charges 
for laboratory work shall be enforeed.’’ In other 
words, they recognize that laboratories must be 
partially self-supporting or hospitals will go 
without them. You will not get good men in 
your laboratories unless you pay them and the 
better you pay them, the more likely are able 
young men to choose that branch of our profes- 





sion. In the past, a considerable portion of a 
pathologist’s earnings has been dependent on his 
relation to the busy surgeons of his community 
who have charged their patients for the path- 
ologie report on tissue. Now, the report is more 
often a hospital custom and the fee is collected 
by the hospital and turned over to the pvatholo- 
gist. This is more as it should be since it be- 
comes less personal and an ordinary matter of 
business. We can all show our appreciation of 
the value of the pathologist by throwing our 
weight in the seale for making his fee as large 
as possible and by insisting that every tissue re- 
moved shall be examined. In many eases this will 
be a useless expenditure but in some instances 
it will be a wonderful investment, for occasion- 
ally tissue which the surgeon does not even ques- 
tion will be found by the pathologist to be of sig- 
nal importance. It is much more satisfactory 
for every patient to pay a small fee as a routine 
than for the surgeon to use his judgment as to 
which case needs a pathologic opinion, for there 
are some tissues which the surgeon might prefer 
not to have examined. I believe that this custom 
should be established in out-patient work also. 
The records of the Huntington Hospital will 
show many eases where the lack of examination 
of some little piece of tissue removed in an out- 
patient department was most unfortunate. I 
think that in exceptional cases among well-to-do 
people where his advice is of paramount impor- 
tance we should also eall the pathologist as a con- 
sultant and expect him to charge a consultant’s 
fee. 

We are apt to think of the pathologist as con- 
cerned only with the examination of tissue and 
with the making of post mortem examinations. 
In reality these are mere incidents in his real 
function, which is the study of the natural his- 
tory of disease. He should seize on any method 
which will help him understand the course of 
disease. The X-ray is one of his tools as well 
as the microscope. The microscopic field is only 
a tiny, extremely thin bit of the whole; the X- 
ray plate is a mathematical projection of the 
relative atomie weights encountered by unswerv- 
ing rays from a focus point. Both record truths 
about the morbid anatomy and method of prog- 
ress of a bone tumor and add somewhat to what 
the eye can see during dissection or to what is 
to be learned from the clinical history and ex- 
amination. Pathologists point out to me that 
the microscopic field is deceptive in that spindle 
cells in eross section look round, or that fixation 
and handling or poor staining have seriously al- 
tered the tissue, but they fail to appreciate that 
the roentgenogram is a projection picture and 
cannot be interpreted as a cross section or as a 
view of the dissected bones. Not understanding 
it, they distrust it. In reality it is an extremely 
accurate method of attaining information if its 
essential nature is understood. No kind of pic- 
ture that I know of shows as much of an object 
inside and out as does an X-ray stereograph. 
Now, we need the invention of something par- 
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allel to the staining of microscopic sections so 
that the various tissues will appear in appropri- 
ate colors. I have suggested to Dr. Tracy Mal- 
lory, at the Massachusetts General Hospital, that 
one of our surgical problems might be helped by 
the routine fluoroscopic examination of all hod- 
ies of patients who have died of cancer. Owing 
to the fact that there would be no danger of 
burning the patients, fluoroscopy could he car- 
ried on with a brilliant light and all the bones 
examined for metastases in a few minutes. I be- 
lieve also much information could be obtained in 
this way on bodies on which no autopsy is al- 
lowed, especially if we injected the serous snaces 
with air or the vessels with opaque fluid. This 
might open up lines of investigation of consid- 
erable importance. At least it would furnish re- 
liable statistics as to the frequency of bone metas- 
tases in the various forms of malignant disease. 


Although pathologie opinion in individual 
cases is often the most important which the pa- 
tient receives in the hospital and is therefore a 
necessity for efficient treatment, a far more im- 
portant function of the pathologist is his ability 
to teach. Every man who practices medicine in 
any of its branches needs a sound training in 
pathology, but none more so than the surgeon. 
It is therefore a surgical problem to see that the 
supply of pathologists is kept up. So far as our 
influence on medical faculties and _ hospital 
boards goes, we should advocate adequate bud- 
gets for the pathologic departments, and reiter- 
ate that the supposed advances in surgery of 
recent years are largely due to the pathologists 
and that our own daily work would be less effec- 
tive if we had not had training in pathology. I 
think we older men can also do something in 
advising our assistants that a vear or two in a 
laboratory where gross pathology can be studied 
and correlated with the histology will surely 
make a better surgeon. We surgeons must also 
accent our demand for a clinical tissue pathol- 
ogist as opposed to one from the widening sub- 
divisions of pathology which are now engaging 
attention, as serology, immunology, etc. If one 
looks over the journals of pathology, few arti- 
cles on gross or minute pathology are seen. Prac- 
tically the tissue pathologist is disappearing and 
it is a very important problem for surgeons to 
make an attractive place for him. Perhaps the 
answer will be to isolate the bulk of the surgery 








of malignant disease into a specialty and let the 
surgeons do their own microscopy. The estab. 
lishment of the tumor clinic at the Massachusetts 
General Hospital seems to foreshadow _ this. 
Greenough and Simmons are already competent 
pathologists for this work and are no doubt teach- 
ing assistants. I could prophesy a great career 
for any young man who had the foresight to 
start in now and make a daily round of the path- 
ologie laboratories in Boston studying all eases 
of tumors removed and correlating them with 
the clinical histories. A few years of this and 
he would be indispensable in the community. If 
at the same time he made a test of the polychrome 
methylene blue method of fresh tissue diagnosis 
which is so strongly advocated by the Mayo 
Clinic but not aecepted by our pathologists, he 
would make a valuable contribution. The path- 
ologist must give us the best fresh tissue diag- 
nosis that he ean and not shirk the responsibility 
because paraffin sections are more sure than 
frozen sections. It is for us to decide whether 
the danger of his making a mistake is greater 
than the danger of metastases due to waiting 
several days for the paraffin. And it seems to 
me that since cooking is a good method of tissue 
fixation, exploratory excisions of tissue might be 
made with an electric tool or knife so that the 
tissue would be fixed as it is excised. Excellent 
muscle preparations may be made from a Sun- 
day roast; why not cauterize your wound and 
fix your tissue ready for staining and section at 
the same move? 

I have perhaps made some fanciful suggestions 
as my contribution to this symposium, starting 
with recommending a department store tube to 
shoot specimens from the operating room to the 
laboratory, colored X-ray stereographs, the use 
of palms and phalanges for therapeutic pur- 
poses, consultant’s fees for pathologists and roast 
instead of frozen sections. However, the most 
fanciful is one which I have spoken of sometimes 
before: that it is not only the duty but for the 
interest of a hospital to follow up each and ev- 
ery patient long enough to determine the effi- 
ciency of the institution so far as that individ- 
ual is concerned and to study the causes of fail- 
ure with a view to avoiding similar errors in 
future. Internes then will not lose specimens, 
and pathologists and surgeons will seek their rel- 
ative levels of importance. More sheep will crop 
the hospital lawns. 
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HELIOTHERAPY IN SURGICAL TUBERCULOSIS* 


BY NATHANIEL ALLISON, M.D., F.A.C.S.t 


HE use of sunlight in the treatment of disease 

is not a new thing. The use of the word 
heliotherapy in describing sun treatment, how- 
ever, is new, and about the use of this word 
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many newly-formed ideas and conclusions have 
clustered. The word heliotherapy has gained 
world-wide usage and significance, coming to 
mean to the minds of many the essential form of 
treatment in surgical tuberculosis. Indeed, a 


mental picture is called up by the word helio- 
therapy which shows naked, dark brown, well 
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nourished children extraordinarily active and 
happy, playing about in the snow in the Alps,— 
it is evident that the children have tuberculous 
lesions of the bones and joints. To those of us who 
are old enough to remember our hospital wards 
and out-patient departments of twenty-five vears 
ago, a very different visualization is possible: 
pale, emaciated children with pinched faces, in- 
ereasing deformities, abscesses, amyloid degen- 
eration, general miliary tuberculosis, meningitis 
and death. A striking contrast, looking first on 
this picture and then on that. This remarkable 
change is due, perhaps, to many things, but in 
its production so-called heliotherapy has beyond 
a doubt played an important part. 

In order to make reliable observations upon 
any form of treatment something must be known 
of the disease process under treatment, espe- 
cially of its cause, and of the reaction of the 
human organism to that cause. 

Surgical tuberculosis includes the manifesta- 
tions of tuberculosis which by long established 
tradition have been regarded as surgical lesions, 
that is, lesions which are so localized as to be 
amenable to surgical treatment. Notable in this 
group are the bone and joint lesions, kidney tu- 
bereulosis, glandular and skin lesions, eye infee- 
tions, and rarer forms. 

Tuberculosis is a disease process due to inva- 
sion of the organism by the tubercle bacillus. 

In the various forms of the disease which are 
called surgical tuberculosis, the disease process 
has become localized in some tissue and gives 
local evidence of its presence. For instance, 
spinal column, hip, knee, ankle, involving both 
bone tissue and joint structures. The process 
of localization is accomplished by the blood 
stream. The tubercle bacilli, having gained a 
foothold in the glandular structures, are carried 
to the bone marrow or synovia and take up activ- 
itv at these points. This, of course, is well 
understood, but nevertheless it is not generally 
realized that localized tuberculosis is only a sign 
of a general disease process. 

The forward step which heliotherapy gave to 
the treatment of surgical tuberculosis depended 
entirely upon the realization that the local dis- 
ease process is of secondary importance, and that 
the treatment of a tuberculous individual is the 
matter of prime consideration.” That this is 
true, most of us can bear witness, remembering 
as we do the time when a child with Pott’s Dis- 
ease was treated with a brace or a plaster jacket, 
when a tuberculous hip or knee was treated by 
braces and radical surgical procedures. 

Tuberculosis is now recognized as a disease 
process which must be fought by raising the 
powers of resistance to the highest possible level 
in the infected individual. Granted that the 
virulence of the tubercle bacillus does not 
greatly vary, shown by the experimental work of 
Eastwood and Griffith', and by Allen K. Krause’ 
who says that the net result of many studies on 
virulence has been to emphasize all the more a 





fixity of bacillary type and potentialities more 
marked perhaps than for any other known bac- 
terium, then we must conclude that the varia- 
tions in the disease process are due to a greater 
or lesser resistance in the individual. Zinsser* 
has stated that all attempts at active immuniza- 
tion of man against tuberculosis have been en- 
tirely unsuceessful. ‘‘Fortunately for the 
human race the problem is being attacked along 
sanitary and hygienic lines, attention to nutri- 
tion, personal and community life, and is being 
attended by astounding results.’’ Zinsser be- 
lieves that the essential mechanism of resistance 
to the tubercle bacillus may be found in the 
activity of the cells making up the specific in- 
flammatory reaction which is recognized as the 
**tubercle’’. There may be here formed a sub- 
stance of an enzymelike nature, certainly not 
identical with ordinary antibodies. It may be 
that the insolubility which is conferred on the 
tubercle bacillus by its waxy and lipiodal con- 
stituents necessitates the production of a mech- 
anism basically different from that which 
underlies the resistance to other bacteria, and it 
may be that the tissue mechanism around the 
tubercle is the part of the story which concerns. 
resistance to the bacilli in their acid-fast condi- 
tion. (Hans Zinsser, Shattuck Lecture. Bos- 
TON MeEp. AND Sure. Jour., June 18, 1925.) 
Krause* points out from his experiments on ani- 
mals with tuberculosis that there is a definite 
ability to ‘‘fix’’ the bacillus in the tissues. He 
regards this as a specific immune reaction pro- 
duced only by infection with the tubercle bacil- 
lus, and that it represents an allergy or allergic 
state. Animals or human individuals who are 
in this state of allergy have a favorable reaction 
to re-infection, quickly checking the spread of 
the disease. This allergic state is reduced by 
fatigue, anaemia, and other bacterial infections. 
It seems justifiable to assume, therefore, that 
any and all means at our disposal which may 
raise the individual resistance to tuberculosis 
are the means to be employed. 


There is an abundance of clinical evidence that 
so-called heliotherapy will raise the resistance of 
the tuberculous patient, especially in the loeali- 
zations of the disease which are known as surgi- 
cal tuberculosis. As has been suggested, there 
is a widespread belief in the wonderful results 
which follow exposuré to the sun. The reasons 
for this belief may be summarized in a review 
of observations made during the summer of 1926 
at the ciinies of Rollier in Leysin, Switzerland, 
Sir Henry Gauvain at Alton, W. Rowley Bris- 
tow at Pyrford, and G. R. Girdlestone at Ox- 
ford, England, and at the New England Pea- 
body Home for Crippled Children in Newton, 
Massachusetts, U. S. A. 

tollier® has so frequently voiced his belief in 
the curative value of heliotherapy that repeti- 
tion seems unnecessary. In his ‘‘La Cure du 
Soleil’? (1915) his. views are clearly stated and 
need no emphasis from others. In brief, the 
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impressions gained by a visit to his clinic are as 
follows: 

Surgical tuberculosis is absolutely cured by 
heliotherapy. 

The sun’s rays act most effectively at an alti- 
tude of three thousand to five thousand feet 
above sea level. 

Artificial light is valuable, but it is not to be 
compared with the rays of the sun. 

Climate has influence, in that bracing fresh 
air is valuable. 

The treatment, to be most effectual, demands 
an abundance of sunlight and exposure of the 
skin to the sun. 

The exposure of the skin, making use of the 
skin as an organ, is of the greatest importance. 
The skin has powers of elimination, circulation, 
innervation, and nutrition. Where the skin is 
well browned, and its capillaries are used to 
draw the blood from the deeper layers, the 
muscles and joints regain their former tone, and 
the lesions in the bone and joint structures heal. 
Abscesses caleify, and complete ‘‘reconstruc- 
tion’’ takes place in time. This healing process 
is aided greatly by functional use of the muscles. 
Very soon after gradual exposure of the skin, 
following a routine which exposes the lower ex- 
tremities first, pain and discomfort cease and 
healing sets in. 

The great disaster is multiple infection. Con- 
sequentiy, abscess formation is severely let alone 
until the abscess content reaches the subcuticu- 
lar region. Then, and not until then the abscess 
may be aspirated. 

The great catastrophe of surgical tubereulosis 
is surgical interference, both in adults and in 
children. Rest, exposed in the sunlight, is the 
necessary treatment. The length of time re- 
quired for cure is not an argument to be used. 
Surgical interference is dangerous at best and 
leads to disaster in most instances, except one— 
renal tuberculosis demands removal of the tu- 
bereulous kidney. Thus it is, that for periods 
of time ranging from two to ten years, patients 
are treated by heliotherapy at Mollier’s clinic. 
Intermissions in the treatment are dangerous. 
‘Complete cure is finally accomplished.’’ It is 
judged by the roentgenographie records. In- 
deed, the matter of resumption of function is 
decided by the roentgenologist, who purposely 
has no clinical knowledge of the progress of the 
individual. When the x-ray plate shows ‘‘re- 
eonstruction’’ of a joint, or sufficient ‘‘bloc’’ 
about diseased vertebrae, then it is decided that 
the patient may be up and about. Recumbent 
patients use their muscles and move the diseased 
joints as much or as little as they wish. Spinal 
disease is treated by recumbency, without braces 
or jackets. Hyperextension of the spine is ac- 
tively encouraged so that the erector spinae 
muscles become well developed and strong. Dur- 
ing convalescence the apparatus used for protec- 
tion is of the lightest type possible—celluloid or 
linen splints only. 

Without entering upon a discussion of the 








various effects of the sun’s rays, their photo. 
chemical power, or their bactericidal possibjlj. 
ties, suffice it to say that Rollier believes the 
greatest good comes from this source. He be. 
lieves that tuberculosis of the bones and joints 
is cured by this agency, acting on the skin, and 
that this form of treatment is that which should 
be given to all cases of tuberculosis in its go. 
called surgical manifestations. 

Much eredit is due Rollier for his admirable 
contribution to the cure of surgical tuberculosis, 

Observations made last summer incline the 
writer to believe that the diagnosis of tubereu- 
losis is correct in the vast majority of Rollier’s 
eases, that what he claims for the sun’s rays is 
in part true; that the situation of his clinic in 
the high Alps, with clear bracing and stimulat- 
ing air, coupled with rest, exposure to air, and 
good food, have much to do with the admirable 
results very evident at this clinic. Unfortu- 
nately, there is no record of failure or of lack of 
improvement, and this I wish especially to stress. 
There is always the possibility that unfavorable 
results are due to causes beyond control, mean- 
ing by this that a case which has not improved 
under his treatment owes this to multiple infee- 
tion, to surgical interference, or to poor co-op- 
eration. One feels that Rollier believes that 
heliotherapy is not to be blamed for an occa- 
sional failure. It may be said, that in Rollier 
we have an enthusiast who realizes from his own 
extensive experience that surgical tuberculosis 
is much improved and at times cured by the 
methods of treatment he uses, and which he ealls 
heliotherapy. His optimism and whole-hearted 
enthusiasm for heliotherapy are both under- 
standable and pardonable when the immense 
value of his contribution is justly considered. 

In England, the observer is at once struck 
with the faet that although surgical tuberculo- 
sis is there treated at sea-level, with compara- 
tively little sunshine, nevertheless the results of 
heliotherapy are equally good if not better than 
those seen in Switzerland at Rollier’s clinics. 
This observation will, I am sure, demand sub- 
stantiation, and the most outstanding evidence 
is supplied by the work of Sir Henry Gauvain® 
at Alton. At this hospital one sees browned 
children, whose bone and joint lesions are quies- 
eent, up and about with well nourished bodies, 
having been transformed from pale, suffering 
children with active, progressive, localized tuber- 
eulosis into children with lessened deformity 
and no evidence of active disease. Gauvain and 
his associates utilize all the sun that can be used, 
and supplement the lack of sun with various 
forms of artificial light, i.e. carbon are, mereury 
vapor, and Finsen-Reyn lamps. The disease 
process is treated locally, and the patient is 
treated as a whole by the rays from these various 
lamps. Added to this are rest, proper surgical 
treatment in the way of protection, and fixation, 
carried out under the direction of Mr. H. A. T. 
Fairbank, good food, fresh air, sea-water bath- 
ing, and exceptionally healthful surroundings. 
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The results are equally good if not a shade bet- 
ter than the results at Leysin. One feels that 
Sir Henry Gauvain is also an enthusiast and an 
optimist, with a leaning toward the efficacy of 
artificial light in surgical tuberculosis. He, how- 
ever, is modest in his optimism. He says: 

“With regard to the final results of treatment, it is 
difficult at present to make any very valuable esti- 


mate, as the results must be gauged by their perma- 
nency. Up to the present they have been quite satis- 


factory.” 


Another thing one observes at. Alton is the 
earnest attempt to discover by blood examina- 
tion and careful physical records what changes 
are taking place in the individual under treat- 
ment. Judged by the results of treatment, one 
feels that Gauvain and his associates are justi- 
fied in their optimism and enthusiasm. They 
deserve the great credit of demonstrating that 
surgical tuberculosis may be successfully treated 
at sea-level in a country with limited sunlight 
as well as in higher altitudes with plenty of sun. 
This in itself is a contribution to the subject of 
the first magnitude. 

At Pyrford in England, W. Rowley Bristow‘ 
also demonstrates the truth of this, as does Gir- 
dlestone at Oxford. 

In England, the attitude of those interested is 
well put by Girdlestone, as follows: 

“A tuberculous focus in a bone or a joint is obvi- 
ously part of a deep-rooted disease, serious in itself, 
crippling if there is delay, disastrous if there is 
neglect. Modern treatment means the use of rest, 
food, and weather, which if started in good time and 
kept up long enough will almost always bring about 
acure. Modern treatment necessitates a special open- 
air hospital, and a staff experienced and technically 
expert. There is no need of sending patients to dis- 
tant hospitals.” 


Our own experience at the New England Pea- 
body Home for Crippled Children has demon- 
strated, to us at least, that so-called heliotherapy 
is essential to the proper treatment of surgical 
tuberculosis. At this hospital, beautifully situ- 
ated in the open country, every ‘possible ad- 
vantage is taken of sunlight. In the environs 
of Boston, at sea-level, with much cold wind and 
snow in winter, and a heavy annual rainfall, the 
Weather Bureau tells us that we have a yearly 
average of fifty-seven per cent. sunshine, that 
during November, December and January it 
falls to forty-eight per cent., and that June to 
October shows about sixty-three per cent. of sun- 
shine. Ghormley® has shown by weight charts 
that the weight of the patients increases most in 
the months with higher percentage of sunshine, 
and we note without doubt a slowing up in the 
Winter of each individual’s -resistance. How- 
ever, it is clear to our minds that heliotherapy is 
Successfully carried out. Indeed, that our re- 
sults run exactly parallel to those of Rollier, and 
those in England. ' . 

To be more specific. We have noted that our 
cases of spinal tuberculosis as reported by 


localization and upon the extent and duration of 
the disease. For instance, cervico-dorsal, no 
improvement; upper dorsal, thirty per cent. im- 
proved; mid-dorsal, fifty per cent. improved; 
low dorsal and dorso-lumbar, sixty-six per cent. 
improved; lumbar, ninety per cent. improved. 
The extent of the disease has much to do with 
this, practically complete correction of deform- 
ity is possible where only two adjacent vertebral 
bodies are diseased. 

Hips and knees have healed to the extent of 
allowing weight bearing function, and with no 
active symptoms. 

Tarsal improvement has uniformly responded 
by marked improvement. 

Spina ventosa finally heals, with little disturb- 
ance of function and surprisingly little deform- 
ity. 

On the other side of the page, however, we 
encounter instances of tuberculous bone and 
joint disease which do not respond to heliother- 
apy, which develop abscesses, have multiple in- 
fection, amyloid degeneration, and either die of 
tuberculosis or of some intercurrent infection. 
Perhaps I am fair at placing this group at about 
five per cent. of our eases. 

Heliotherapy in our hands is somewhat simi- 
lar to that practiced at Leysin. We believe it 
to be made up of the following constituent 
factors: rest, good food, fresh air, surgical pro- 
tection to diseased areas, happy surroundings, 
and light, both sunlight and artificial light. 
Added to this we have employed transfusion of 
blood with benefit in many instances. Helio- 
therapy, therefore, to our minds, is a composite 
of many things which are aside from the light 
element, not in any way connected with the 
sun’s rays. This combined effect of many factors 
produces good results, because by it the resist- 
ance of the individual to tuberculosis is raised 
to a point which represents a lessening of the 
power of the bacillus to invade new territory, 
and a heightening of the power of the tissues to 
wall off and to fibrose the areas already occu- 
pied. 

The end-results of heliotherapy are as yet to 
be estimated. How much and how permanent 
healing takes place we do not know. Enthusiasm 
over what is now accomplished at institutions 
where these methods of treatment are carried 
out may lead to the belief that tuberculosis in its 
surgical manifestations is a conquered disease 
process. Disappointment, it seems, will surely 
be the result of this belief. At present, surgery 
has a definite part to play in the cure of tuber- 
culosis. We know enough of the healing process 
in the tissues to realize that bone and joint 
destruction is the typical lesion of this disease. 
We know also that the healing of the lesions re- 
quire the filling in of the destroyed areas by 
fibrous tissue. Also, that joint cartilages once 
destroyed are not in any sense regenerated, and 
that ankylosis in good position is a fortunate 
result in many instances. Operations designed 
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result frequently in apparent cure with lessened 
periods of invalidism. 

An inconclusive argument may arise as to the 
value of the time element in the cure of tubereu- 
losis. I am one of those who hold that in chil- 
dren with bone and joint tuberculosis the time 


element may be largely disregarded. On the 
contrary, in adults ond young adults I believe 


the time element is of great ‘significance, espe- 
cially when ultimate cure implies the final 
ankylosis of a joint. 

In these statements I widely differ from the 
beliefs of the heliotherapeutic enthusiast, be- 
cause I do not believe that extensively diseased 
joint areas may be reconstructed—a term of 
Rollier’s—by the sun cure. I will gladly believe 
that in children taken early in the disease joints 
may be saved to useful function,—this is a con- 
summation much to be desired. Consequently, 
I believe that operative surgery is not indicated 
in tuberculosis of the bones and joints until 
methods of heliotherapy have been employed for 
long periods of time. 

The differences which arise in the discussion 
of this problem have origin in our fundamental 
point of view regarding tuberculosis. If one has 
knowledge of the possible duration of this dis- 
ease process in the tissues, especially in such tis- 
sues as bone and joints, he will be inclined to 
believe that lack of clinical symptoms and signs 
of the disease may represent only a period of 
quiescence, and that ultimate healing of a tuber- 
culous lesion requires long periods of high re- 
sistance to the disease. The actual lesion of 
tuberculosis in the bone and joint structure will 
remain destructive in character, and the amount 
of destruction will always remain variable, de- 
pending upon the individual resistanee. Helio- 
therapy and such are designed to raise the re- 
sistance. Surgery is applicable as an aid to the 
reparative process which heals the tuberculous 
lesion. 
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DIscussION 


Dr. Rosert B. Oscoop, Boston: Dr. Allison 
has given you a careful review of the evidence 
and then draws the eareful conclusions that we 
always expect from him. The importance of 
this question is very great as far as those who 
have to deal with tuberculosis of the bones and 
joints is concerned because there is a growing 
tendency among surgeons to operate upon these 
joints and make them stiff. As Dr. Alli- 
son said, this is the method of cure bv nature and 
is a method of cure by art also. And yet we are 
not ready to say that every tuberculous joint as 
the hip or knee should be made stiff artificially 
as soon as we can make the diagnosis because 
heliotherapy may be of enormous advantage. 
Men like Rollier and Sir Henry Gauvain have 
followed cases which have come to them in the 
early stages and watched them after treatment 
by heliotherapy and artificial light, regain use- 
ful joint motion and retain it without any recru- 
deseence of the disease for ten to fifteen vears, 
If this is so, and we cannot tell which joints are 
to recover and which not, we ought not to arti- 
ficially stiffen them as soon as the diagnosis is 
made. 

I asked Dr. LoGrasso at Perrysburg if he 
could show me any tuberculous joints which had 
been proved tuberculous by biopsy and by X-ray 
evidence that had normal or useful ranges of 
motion under strenuous use without symptoms 
or signs and he showed me three. I saw the 
patients absolutely symptomless with almost com- 
plete motion and with X-ray evidence showing 
healing of what was originally an erosion of the 
articular surface. If this can be accomplished 
I would prefer such results and run the risk 
of a lighting up of the disease than to have a stiff 
knee or a stiff hip. <A stiff knee is a tremendous 
handicap. Several years of function are worth 
while. We do not know the percentage of recru- 
descences and if the disease recurs, arthrodesing 
operations may be performed. If these cases 
may go on for 15 years or more with movable 
joints, then I believe we ought to delay our 
operations in children until the disease has 
injured the joint surfaces that the joint can 
never regain useful function: then we ought to 
ankylose these joints to save time and promote 
health and restore activity. 
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SUSPECTING TUBERCULOSIS 


BY JOHN B. HAWES, 2ND., M.D.* 


HE title ‘‘Suspecting Tuberculosis’’, rather 
than ‘‘The Early Diagnosis of Tuberculosis’’, 
is used as a text for my remarks because I firmly 
believe that we are only going to get at tuber- 


culosis in its early stages and bring about a fur- 


*For record and address of author see ‘‘This Week’s Issue,” 
page 365. 





ther diminution in its mortality by teaching 
the general public the striking warning signs 
and symptoms of this disease, which, when pres- 
ent, should lead them to suspect that something 
is wrong and that this something may be con- 
sumption. 
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There is nothing inherently difficult in mak- 
ing the diagnosis of incipient tuberculosis. It 
ought not to require the services of a specialist 
to do this. But the fact remains that the medi- 
eal profession is not diagnosing tuberculosis in 
its early stages and probably will continue to 
fail to do so until we change our method of at- 
tack. The present situation presents certain 
fundamental imperfections, among which are 
the following. 

The subject of tuberculosis, not only as re- 
gards its diagnosis and its treatment but as to 
its broader aspects, is given extremely scant at- 
tention in our medical schools. The medical 
student is given intensive training in syphilolo- 
gy and other bacteriological and physiological 
studies, but he is taught remarkably little about 
what is perhaps the most important medical 
problem at the present time,—tuberculosis. Our 
schools are turning out men who are intended 
to be teachers and investigators rather than 
general practitioners, and yet it is to the general 
practitioner we must turn if we expect to find 
tuberculosis in its early stages. 

Of equal importance is the fact that the 
majority of our general hospitals still refuse to 


_ admit eases of tuberculosis into their wards. I 


should like to broadeast all over this country 
the words of Dr. Henry A. Christian of the 
Peter Bent Brigham Hospital in Boston, who, at 
a recent medical meeting, stated in no uncertain 
terms his belief that tuberculosis in all its forms 
should be accepted into the general wards of our 
hospitals or, better still, that a ward be set 
apart for this purpose so that medical students 
and internes would have some opportunity, now 
practically denied them, to learn at first hand 
something about tuberculosis. At the Massa- 
chusetts General Hospital, a mecca for medical 
students all over this country, unless a change 
has been made in the past few weeks, cases of 
tuberculosis or suspected tuberculosis of the 
lungs are absolutely refused admission with the 
result that the nurses, internes and staff of this 
hospital have practically no opportunity of really 
studying this subject. 

A further handicap to arriving at an early 
diagnosis, and one which will always exist, lies 
in the fact that the average general practitioner 
is an overworked man, continually in a hurry. 
He has to get in from 20-30 calls a day, often 
at the expense of eating, sleeping and resting; 
he has to rush through his office hours in order 
to make his afternoon visits. It is not to be 
wondered at, therefore, that he sometimes over- 
looks the early signs and symptoms of this 
disease. 

Another obstacle in our path in this direction, 
and a very human one, is that we doctors do not 
enjoy making ourselves unpopular with our pa- 
tients and in consequence not infrequently do 
not tell the entire truth. We are apt to salve 
our own consciences with such statements as 


‘‘you have a little spot on your lungs’’, ‘‘your 
lungs are a trifle weak’’, or worse still, we 
deliberately lie to the patient and tell him he has 
an acute bronchitis or something equally in- 
nocuous. 

For these reasons, and particularly the first 
two, I feel very strongly that until our medical 
schools really teach this subject properly and 
until our hospitals realize their duty in this re- 
gard, we will make more progress by devoting 
most of our energies to educating the general 
public. It was recently my privilege to review 
a small book by Dr. John Potts of Texas en- 
titled, ‘‘Getting Well and Staying Well’’, which 
interested me greatly, especially the first chap- 
ter, ‘‘Suspecting Tubereulosis’’. This might be 
read with profit not only by the general public 
but also by every general practitioner. 

How are we going to teach the general public 
to suspect tuberculosis? This is not an easy 
task. First and foremost I feel that this should 
be done by the medical profession and vet the 
very difficulties which I have mentioned above, 
that handicap the general pratitioner in making 
an early diagnosis, to a certain extent, at least, 
will handicap him in teaching his patients and 
the general public how to suspect this disease. 
I feel, however, that notwithstanding these 
drawbacks, it is a very real and definite duty on 
the part of every general practitioner to empha- 
size the fact to his patients that the normal con- 
dition of the human body is one of health and 
that any deviation from this, no matter how 
slight, should be investigated. If doctors would 
only explain to their patients, when they see 
them for coughs, colds and other minor ailments, 
‘that the chief reason they are sick is because 
they have not played the game squarely and 
because they have broken some of the rules of 
right living, there would be less sickness and less 
tuberculosis. The smallest part of the doctor’s 
duty toward his patient is the giving of drugs 
and writing prescriptions. He should see to it 
that the patient understands why he is sick and 
what he should do to prevent its happening 
again. This simply means explaining and em- 
phasizing the rules of health and hygiene and 
pointing out some early signs of deviation from 
health. 

Next to the general practitioner the most im- 
portant agency in teaching the general public 
how to suspect tuberculosis is the tuberculosis 
association. In his report of a recent survey of 
Boston, Dr. Haven Emerson of New York crit- 
icized the Boston Tuberculosis Association (of 
which I have been the head for some years) on 
the ground that far too large a proportion of its 
budget was devoted to running a preventorium 
for children and not enough to strictly educa- 
tional purposes. I did not agree with him then 
nor do I now, because I know that a properly 
run preventorium can and should be, and in our 
ease is, an educational center of the very high- 
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est value. At our own preventorium, for in- 
stance, each of our children is followed up after 
discharge in order that both the child and his 
parents may carry on in the home the rules of 
health and hygiene that have been taught at the 
preventorium. In addition to this, the Health 
Crusade in our Boston schools with something 
over 18,000 children enrolled, carries on this 
work, while informal talks to young men and 
women of all kinds in factories, stores and else- 
where on the early symptoms of tuberculosis and 
how to keep well are helping those above school 
age. 

The third agency in teaching tuberculosis 
should be state and local boards of health and 
education. Here is a splendid opportunity, but 
far too often a neglected one, to spread the gos- 
pel of right living. In Massachusetts there is a 
statute that I personally drew up, and that I 
am sure is now forgotten, that tuberculosis and 
its prevention shall be taught in those grades of 
our publie schools in which the subjects of phy- 
siology and hygiene are taught. I emphasize the 
words ‘‘and its prevention’’. 

Coming down more to details, what are the 
particular signs and symptoms we should em- 
phasize as being most important in the early 
recognition of tuberculosis? The great majority 
of persons, I feel, would answer without the 
slighest hesitation that they are such striking 
symptoms related to the lungs as a cough, rais- 
ing of sputum or of blood, pain in the chest, ete. 
I do not agree with this. I do not mean that 
these symptoms are unimportant, but I do feel 
that certain others have not been sufficiently 
stressed. While we certainly should impress the 
fact that blood spitting means tuberculosis until! 
the contrary is proved; that a pleurisy, wet or 
dry, should be considered as highly suspicious 
of tuberculosis; and that any cough lasting over 
six weeks requires careful investigation, it is 
the constitutional signs and symptoms which 
should be given the greater emphasis. The most 
important of these—and likewise the most in- 
tangible—is chronic fatigue, undue fatigue or 
ease of tire. If we could only learn the im- 
portance and danger of chronic fatigue, if we 
would only learn to be honest with ourselves and 
recognize when we are going on our nerve and 
would not fool ourselves as we are so apt to do, 
tuberculosis would be recognized far earlier than 
it is at the present time. 


Patients are constantly coming to see me for 
a cough that has lasted a few weeks or because 
they have recently spit up some blood. It is 
one of these two symptoms which sends them 
most often to a doctor. On going over the situa- 
tion with them, however, they often admit that 
they had been utterly exhausted at the end of the 
day’s work, that everything had been an effort 
to them, and that they had been losing weight 
and strength for months prior to the advent of 








the cough or the spitting up of blood. If they 
had been taught to consult a physician for these 
earlier symptoms, many lives would have been 
saved. 

I would summarize my feelings in regard to 
the best means of securing the more frequent 
early diagnosing of tuberculosis as follows: 

The facts concerning early diagnosis are al- 
ready fairly well known to the medical profes. 
sion. 

The difficulties lie in the present inadequate 
attention given to this subject at our medical 
schools and the refusal of general hospitals to 
accept eases of tuberculosis or suspected tuber- 
culosis for study and diagnosis. 

The general practitioner is and always will be 
a busy, overworked man. 

To get at patients with tuberculosis in the 
early stages more frequently than we are now 
doing, we must teach everyone how to suspect 
tuberculosis in its incipiency and must urge 
them to come to the doctor with this point in 
mind. 

In teaching the laity the early signs of tyber- 
culosis we must emphasize chronic and undue 
fatigue, loss of weight, strength and energy 
more strongly than we have been. doing in the 


past. 
—<———_ 


DIPLOMATS OF 1927 DISTRIBUTED BY SCHOOLS. 


During the calendar year of 1927 there were 272 
physicians who completed their credits in the Na- 
tional Board’s examinations by passing Part III. 
All have been awarded the Certificate of the Na- 
tional Board, to be delivered upon the payment of 
final instalment of the fee. The Medical Schools. 
from which these diplomats graduated are as fol- 
lows: 















































Harvard 53 
Johns Hopkins 25 
Pennsylvania 23 
Cornell 21 
Washington 20 
Rush 18 
Columbia 10 
Medical Evangelists 10 
Virginia (Univ.) 10 
Jefferson 9 
Woman’s 7 
Tufts 5 
Albany 4 
Michigan 4 
Vanderbilt 4 
Vermont + 





From Boston, Louisville, Nebraska, Northwestern, 
Tulane, Western Reserve, Yale, 3 each; from Baylor, 
Buffalo, California, Creighton, ‘Syracuse, Toronto, 2 
each; from Colorado, Conjoint Board of England, 
George Washington, Illinois, Indiana, Kansas, Mc- 
Gill, Maryland, Minnesota, New York, Pittsburgh, 
Stanford, 1 each.—National Board Bulletin. 
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THE SELECTION OF CASES FOR MEDICAL OR SURGICAL TREATMENT IN 
GASTRIC AND DUODENAL ULCER* , 


BY HARLOW BROOKS, M.D.t 


E do not know the cause of peptic ulcer. 

Were I to but briefly consider the various 
theories proposed as concerned in the production 
of gastric ulcer, I would necessarily take up 
more time than your good sense and patience 
would permit on such an occasion as this. 

At the very outset, then, we must confess that 
in discussing the treatment of this frequent and 
exceedingly important condition either from the 
medical or the surgical standpoint, we are really 
debating the treatment of the lesion produced 
by the disease or the patient with the disease 
and not the disease itself. Until the cause of 
peptic ulcer has been definitely demonstrated we 
should not then speak confidently of the cure of 
the condition, but rather of the mitigation and 
relief of certain of its signs and symptoms. 

Peptic ulcer recurs with distressing frequency 
after either medical or surgical efforts at cure. 
Sometimes it returns in the same area, evidently 
as an extension or reevrudesence of the original 
lesion, or it may appear in some other locality. 
This is equally true after either medical or surgi- 
cal treatment. We are neither of us curing the 
disease. There can be no question, however, but 
that we are giving inereasing relief of the lesions 
by both medical and surgical measures. The life 
of the average patient suffering from this dis- 
ease can now be almost always made secure by 
one method or the other and in most cases we 
are now able by either method or by both com- 
bined to give such relief from the distressing 
and disqualifying symptoms as to make life not 
only bearable but also in most instances comfort- 
able and efficient. 

This is a great deal ‘to have accomplished. We 
have to thank not only the surgeon and the in- 
ternist for this great advance, but also the physi- 
ologist, the chemist, and particularly the dietit- 
ian, but perhaps most of all the roentgenologist. 
The careful, exact and a definite anatomical 
location of an ulcer is essential in every instance 
for logical and correct treatment. This is only 
possible through the boon conferred on medicine 
by the X-ray. 

The subject assigned me by your committee 
on program, includes both duodenal and gastric 
uleer. Were I to discuss the subject from any 
other standpoint than that of treatment, per- 
haps I might be inclined to discuss and to argue 


that the two conditions differ in certain essential 


particulars, but the treatment of the two condit- 


*Read at the Annual Meeting of the New Hampshire Medical 
Society at New Castle, June, 1927. 

+For record and address of author see “This Week’s Issue,” 
page 365. 





ions whether medical or surgical is essentially 
the same, as is probably also, the basic pathology. 
Certain essential peculiarities exist, however. 
For example it has impressed me that acute, un- 
heralded perforation and haemorrhage are more 
frequent in the duodenal rather than in the gas- 
trie location. The management is, however, as 
I have already stated, essentially the same. 

Perhaps before I go further into the subject 
it may be well for me to state my qualifications, 
to ‘‘qualify as an expert’’ before I attempt to 
pose as a judge in this court. My work is pri- 
marily that of a diagnostician. My association 
both in the various gastroenterological societies 
to which I belong and in the hospitals in which 
I serve, has for a considerable time been equally 
with surgeons, internists and with roentgenolo- 
gists. I believe I have, therefore, an even- 
minded perspective of the subject, and while I 
have never practiced surgery. I think that I am 
a sufficiently broad-minded therapeutist to real- 
ize that there are many cases which on the one 
hand demand prompt and definite surgery, and 
on the other, many instances in which medical 
measures offer the most prompt, sensible and 
least dilatory prospect for recovery. 

I shall, then, consider the subject largely from 
the standpoint of the selection of cases, those 
most suitable for medical treatment and those 
most satisfactorily managed through surgery. 
In my conclusions on this phase of the problem 
I wish to confess my instruction and my depend- 
ence on the council of such roentgenologists as 
Gottleib, Cole, Stewart and Le Wald, with whom 
I have long been associated in both practice and 
in the various medical societies to which we mu- 
tually belong. 

After all it is not the lesion alone which we 
are called upon to treat, nor the disease itself, 
but it is the patient who has the ulcer that pri- 
marily concerns us, and it is from the standpoint 
of this patient that I wish to present my argu- 
ments and conclusions. 

The social position of the patient is a matter 
of no trivial import. Is he able to carry out in 
a satisfactory manner the long and frequently 
entirely disqualifying medical method of treat- 
ment so essential, especially in large chronic 
ulcers? Does his social position, his occupation 
and the needs of those dependent on him permit 
him to devote himself satisfactorily to a tedious 
and long-continued course of medical treatment 
which we know to be only successful in a good 
many cases, particularly in painful and in large 
chronic ulcers? Every experienced internist 
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knows that many such ulcers do heal and with 
ultimate complete relief of symptoms in many 
such instances under medical treatment, but the 
method is long and a favorable result cannot 
be always promised, we cannot assure any suf- 
ferer that he may not in the end require surgery. 
This is a question of the greatest possible im- 
portance in very many cases. To my mind it 
ean be satisfactorily answered by stating the 
question fairly to the patient, and permitting 
him to share in the risk of the decision. 

In every such instance as this, surgical treat- 
ment. must be also followed by a long period of 
medical care. I think that there are very few 
surgeons who will dissent with me in this state- 
ment but this medical care does not usually pre- 
vent an ordinarily comfortable and efficient life. 
The medical treatment alone is however almost 
certain to require more time, and more complete 
disqualification measured in so far as a man’s 
occupation is concerned. 

There are also certain cases which are poor 
surgical risks, in which the immediate danger to 
life is greater with surgery than with the medi- 
eal management. Such patients should be ac- 
cordingly advised, or at least their relatives 
should fully vnderstand. Any other basis is un- 
fair to the surgeon and unfair to the patient. 

The occupation of many persons is such that 
medical treatment can be continued in a fairly 
satisfactory manner without long detention from 
business and often without serious loss in effic- 
iency. In such instances medical treatment 
should, all things being otherwise equal, be first 
considered. 

Some patients are necessarily far from the 
possibility of efficient emergency surgery for 
long periods of time. This must be also consid- 
ered and evaluated. Some persons suffer more 
acutely and severely than others who have ap- 
parently the same sort of lesion. Relief in these 
ean be more promptly afforded as a rule by sur- 
gery than by medical measures. The occupation 
of some patients is such that the annoyance or 
actual suffering incident to treatment completely 
disqualifies the person from carrying on_ his 
obligatory responsibilities. This period may be 
sometimes much shortened by surgery followed 
by medical treatment. In almost all cases when 
expert surgery is not available, medical treat- 
ment should be chosen. 

Even in the hands of the most expert surgeon, 
with the most skilled possible anaesthetist, and 
the best possible hospital staff and equipment, 
accidents do happen. Mesenteric thrombosis, 
unexplainable infection, death from anaesthesia 
even the leaving of instruments and pads in the 
abdomen have all happened within my observa- 


tion. Surgery can never be made less fallible 
than man. All this should, and must be consid- 
ered. Where, however, such ‘possibilities are 


outweighed by more probable unnecessary suffer- 
ing, loss of time and economic reasons, undue 














weight should not be given to such now rather 
improbable accidents. 

It must be always remembered that in the 
treatment of ithe disease, in contradistinetion to 
treatment of the lesion that care and a course of 
medical treatment or observation is imperative 
after every surgical operation for peptic ulcer, 
Many cases are followed by the formation of 
other ulcers, marginal or otherwise, more fre- 
quently than most surgeons realize, for onee 
operated, as the patient is almost certain to feel, 
without result, should even a new ulcer appear 
the patient rarely returns to his original surgeon 
or to any other unless almost forced to do so. 
The waiting rooms of most gastroenterologists 
contain not infrequent patients who refuse to re- 
turn to surgery even when strongly urged to do 
so, once an operation has failed to give them the 
relief which they think themselves entitled to 
expect. We cannot be too frequent in our state- 
ment to the patient that though the lesion is 
relieved, the disease probably still remains after 
even the most skilled and effectual surgery. 

Please do not misunderstand me in stressing 
the incompleteness of surgical results. Abso- 
lutely the same condition follows even the most 
punctilious of medical care and treatment, and 
the internist must, like the swrgeon, remind his 
patient that in most cases the disease still re- 
mains though the obvious lesion may ‘have com- 
pletely healed, and symptoms entirely disap- 
peared, for the time. 

In every instance accurate diagnosis should 
precede treatment of any kind. Ulcers may be 
not infrequently multiple. They may be situ- 
ated at widely separated portions of the organ. 
One may heal quickly and well under medical 
care, while the other does not. The absolute 
recognition of widely separated ulcers at opera- 
tion, even at post mortem, is by no means an 
easy matter. Try it if vou are in doubt. Neither 
touch nor even sight is infallible and in every 
instance an attempt should be made to show the 
entire gastric contour by the X-ray before con- 
elusive treatment is launched. Ulcers of the 
posterior wall and of the anterior wall are often 
very difficult to demonstrate. Not at all infre- 
quently ulcerative processes of the upper border 
near the cardia are not noted by the ordinary 
roentgenological examination. It may be neces- 
sary to place the patient in the Trendelenberg 
position or some similar posture for full demon- 
stration of this portion of the stomach. 

Many of us, since the advent of the X-ray 
have too much neglected other diagnostic meas- 
ures. In many if not most instances it is inad- 
visable to operate when the gastric acidity still 
remains high. This should be always considered 
and corrected when practical before resort to 
surgery. In some instances at least, correction 
of this condition will so relieve the patient that 
he may then refuse operation and in some cases 
to my knowledge such rapid healing has fol- 
lowed this correction by diet or otherwise that 
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the case has quickly been eliminated from those 
probably requiring surgery. 

Neither the X-ray, chemistry, nor clinical 
findings nor any other one measure of diagnosis 
mav be sufficient in certain given cases. I have 
known two instances of syphilis of the stomach 
to be operated upon under the diagnosis of ulcer. 
I have known several instances of girdle pains 
or gastrie crises in tabes dorsalis to be operated 
upon by excellent surgeons. Conversely I have 
known instances of cerebro-spinal syphilis, 
where there was also peptic ulcer, ito be denied 
operation because of the diagnosis of a tabes. 
One of these cases ‘proved at autopsy to have 
been a gastric carcinoma, probably operable 
during its early but diagnostically possible 
stages. 

I believe that haemorrhage is frequently an 
important indication for operation, and yet it is 
not always deemed necessary to determine 
whether or not ‘haemorrhage is taking place in 
peptic ulcer. [it seems rather improbable in this 
day that cases requiring a preliminary trans- 
fusion should be indiscreetly operated, perhaps 
under the possible diagnosis of a carcinoma, yet 
this does oceur. Of course a proper diagnosis 
will prevent such embarrassments in most cases. 

All too frequently cases are submitted to 
either surgery or medical treatment of a pro- 
tracted character when the symptoms are pro- 
duced by some other lesion. This may be 
through a defect in the roentgenographiec outline. 
Gall-bladder disease, chronic appendicitis, pan- 
creatitis and many other lesions, some of them 
thoracic as in angina pectoris may so closely 
simulate the clinical picture of peptic ulcer that 
either medical or surgical treatment may follow 
when a little careful diagnostic supervision 
would have saved the doctor or surgeon much 
embarrassment and perhaps the patient his life 
or ultimate health. [ am very sure that many 
of us often institute treatment for peptic ulcer, 
either surgical or medical, on incomplete prem- 
ises. I have acknowledged the great assistance 
which we have in roentgenology. Do not over- 
value it. Negative findings, some of my skilled 
friends to the contrary, are not necessarily con- 
Vincing, and, even in the ‘hands of the expert, 
positive findings are not always correctly based 
or differentiated from other conditions, notably 
from spastic states. The clinician must never 
be swept off this judicial feet by the apparently 
convincing findings of the X-ray alone. 

It is my opinion that every instance of peptic 
uleer in which the probability of cancer or other 
neoplasm seems high should be submitted to 
operation if prompt, very prompt, healing signs 
do not manifest themselves under medical means. 
Again do not content yourself with haphazard 
or incomplete diagnosis. Syphilis is too fre- 
quently forgotten, spastic contractures have all 
too frequently misled us, cachexia, from some 
other condition or from a loss of blood as from 
esophageal varices in liver disease and the like 


are very misleading in this relation. Again I 
wish to repeat, accurate diagnosis must precede 
treatment of any form and more than infre- 
quently exact diagnosis will in itself indicate the 
form of treatment best adapted to the particular 
case under consideration. 

Very few surgeons and no experienced intern- 
ist can deny that prompt and rapid healing fol- 
lows in very many instances even the chronie and 
indurated ulcerations when appropriate medical 
treatment is inaugurated. In extensive ulcera- 
tions situated otherwise than at the pylorus, 
where a resulting cicatrix is likely to be followed 
by serious obstruction, when such a tendency is 
manifest under medical care alone, it would ap- 
pear to be obvious that, social conditions permit- 
ting, medical treatment should be continued. I 
have seen complete symptomatic relief perma- 
nently established where very extensive cicatri- 
zation had taken place. It is my opinion, how- 
ever, that when extensive ulcerations are situ- 
ated at or near the pylorus even though rapid 
healing becomes manifest under rest and medical 
treatment that ithe case should nevertheless be 
submitted to surgery, followed by prolonged ob- 
servation and by medical treatment. I realize 
that | differ in this opinion both from many of 
my medical confreres and from some surgeons 
also, from ithe latter as ‘to the need for prolonged 
medical observation only, however. 

When chronic haemorrhage is present, and is 
not controlled promptly by medical measures, 
my judgment is usually that surgery, preceded 
if necessary by transfusion should be resorted to. 
In this instance I am inclined to this practice in 
part because I have found that such instances 
are frequently cancerous, though where excision 
of the ulcer is probably possible, surgery is cer- 
tainly justifiable on general principles. When 
the location is on the upper border of the cardia, 
near the esophageal entrance where excision 
seems too difficult or because of other technical 
reasons, I advise against operation and prefer to 
continue medical treatment. Rest of the stomach 
can be as completely furnished by medical means 
for long periods of time as by surgery when ex- 
cision of the ulcer is not probably possible. 

Pyloric obstruction even when recognized as 
probably due to spasm in large part when it 
fails to respond with reasonable promptness to 
rest and antacid measures, particularly if asso- 
ciated with severe pain, is in my opinion an 
indication for surgery. When medical measures 
suffice to relieve pain and when it is possible for 
the patient to submit to the necessary prolonged 
medical ‘treatment, this last is, in my opinion, 
preferable. 

I have stated very frankly that where a just 
suspicion of neoplastic ulcer exists after a com- 
prehensive and accurate diagnosis, that in my 
opinion surgery ‘is indicated. I do not believe 
however that we are justified in any way, in 
urging surgery even in chronic innocent ulcers 





on the basis that they are likely to become trans- 
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formed into cancer. My whole experience as a 
pathologist, and it is not inconsiderable, cries 
out against any such itheory. I have seen the 
specimens shown by my greatly respected friend, 
Dr. Wilson of Rochester, and I am not persuaded 
in any degree. I do not believe that cancer of 
the stomach is any more frequent in patients 
with uleer of the stomach than in any other 
similar group. I am quite certain that I voice 
in this regard the opinion of most experienced 
gastroenterologists and most pathologists who 
have carefully considered this subject. 

Practically all roentgenologists experienced in 
the study of the gastro-intestinal tract agree that 
ulcers of the stomach are much more frequent 
than the clinical diagnosis of most internists 
would suggest. Most of these ulcers are minute 
and do not extend below the mucosa or at most 
into the submucosa. Given a proper diet, rest 
and the alkalies, most of these ulcers heal with 
surprising rapidity. Very many of them exist 
with few or no symptoms. Some of them give 
rise nevertheless to considerable haemorrhage as 
in the so-called Dillaffoix uleer. Most of these 
lesions heal without any medical care and even 
in spite of hyperacidity, full and often indiscreet 
diet, and in greater part they are not diagnosed 
by the medical man, even if the patient consults 
him, unless X-ray studies are made. 

Few surgeons and no medical men would ad- 
vise operation in such instances. When we know 
the cause of peptic ulcer we may be able to ad- 
vise more intelligently the cure of such cases for 
they do tend to recur but the treatment of the 
lesion by rest, bland and scanty diet, or even by 
a period of starvation or of exclusive rectal 
alimentation and the correction of hyperacidity 
succeeds in nearly all instances in effecting cure 
of symptoms and of the lesion. There is no 
question, however, but that many of these le- 
sions in untreated cases pass on to perforation, 
to chronic indurated ulcer, and even to phage- 
denice ulceration. I do not believe that they 
become cancerous. 

Still another stage of advance is shown in the 
ulcer which burrows through the mucosa of the 
gastric or duodenal wall into the submucosa. A 
few of them become undermined, such are un- 
likely to heal under medical treatment in any- 
thing like a prompt way. A high percentage of 
them teal under properly directed medical 
treatment, the resulting scar becomes bridged 
over by newly formed mucous membranes and a 
true healing of the lesion has taken place. Some 
of these both in properly and improperly treated 
eases fail to heal in this favorable manner, the 
edges become indurated, they may even become 
phagedenie and spread, undermining the mucosa. 
This oceurs in some cases in spite of proper medi- 
eal ‘treatment but in most instances where suit- 
able medical treatment and the more important 
medical regime is instituted, shealing, with 
rather prompt relief of the most distressing 
symptoms takes place. 








There are however other cases which fail to 
heal even under a carefully managed regime, 
These should be operated as soon as this appears 
to be obvious. It is now such a very easy matter 
to determine whether or not healing is taking 
place. The clinical signs and symptoms in aggo. 
ciation with the X-ray findings in comparison 
with previous plates would determine within a 
few weeks at the latest whether or not healing is 
proceeding satisfactorily. If not, surgery ean 
then be appealed to, but in my opinion but little 
is likely to be saved by surgery in the ordinary 
sized uleer when we wait a reasonable length of 
time for evidences of repair, or its evident 
failure. 

We must remember in this relation that it is 
only in certain selected cases that the surgeon is 
able to really eradicate the lesion present. In 
those frequent instances where a gastro-enter- 
ostomy is done, surgery but accomplishes the 
medical result of giving rest to the ulcerated 
area, precisely the same thing which we may in 
most cases accomplish by starvation, alkaline 
treatment and by the use of foods which quickly 
pass the barrier of the pylorus. The ulcer still 
presents the possibility of a sudden and severe 
haemorrhage and for those of you who believe 
that cancer is likely to develop in this focus, the 
came danger exists in the case which has had a 
gastro-enterostomy, ‘as in the ease which received 
only medical treatment. Then, too, as most of 
you have found from experience, the mechanical 
result from even the most perfectly done gastro- 
enterostomy is by no means always satisfactory, 
from the patient’s standpoint. Regurgitation, 
recurrent and marginal ulcers, and quite as 
much and sometimes more disturbance follows in 
the operated case as in that which has not been 
operated. Remember especially that in this 
type of ulcer neither surgery nor medical treat- 
ment cures the disease, even though it may heal 
the lesion. 

Of course those of you who are convineed that 
hyperacidity is the cause of gastric uleer may 
argue, as do some of our very brilliant surgeons, 
one in particular, (Berg) that actual cure may 
be accomplished by the means of a subtotal gas- 
trectomy, that is, by the removal of practically 
the whole of the acid secreting portion of the 
stomach. This is of course a very serious opera- 
tion. I have seen apparently beautiful results 
from it in several instances and I am far from 
saying that it should not be practiced, but I do 
assert that only few surgeons may do so with an 
encouraging fatality list. I think that the 
highly-skilled surgeon should do this operation 
in some cases, but it is no operation for the ocea- 
sional or casual visitor in the abdominal cavity 
to undertake. 

A little observation will show, as I have previ- 
ously said, when ulcers fail to evince a tendency 
toward healing. When this is the case I think 
that surgery should supplant medical treatment 
in practically all instances unless perhaps it be 
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in those in which time is of little value and in 
which suffering is at a minimum. 

When the ulcer has extended below the mucosa 
and the submucosa and into the muscular wall 
of the stomach, or even through to the external 
fibrosa, in most cases I believe that surgery 
should be considered early because healing does 
not take place so readily as in ulcers of the other 
classes. Perhaps a certain qualification should 
be made, however, in this respect; where it is 
impossible to excise the ulcer or where a partial 
gastrectomy seems inadvisable, I should certainly 
advise waiting to see if medical healing might 
not occur, for it is my contention that in many 
instances, at least of gastro-enterostomy, no 
more is accomplished than mere imitation of the 
same object possible of accomplishment in medi- 
eal cure. 

Where external adhesions have formed and 
symptoms apparently caused by them have re- 
sulted, I believe that surgical treatment should 
receive the first consideration. Most, but by no 
means all, cases of extensive ulceration of the 
stomach are commonly best treated by surgery 
where excision is possible or practical. It is, 
however, quite astonishing, the area which may 
heal under suitable medical treatment and the 
negligible degree of symptomatology which fol- 
lows as a result of the cicatrix in very many cases. 
This depends however very largely on the loca- 
tion of the ulceration. In the duodenum for 
example, the resulting cicatrix may make a 
gastro-enterostomy imperative and either ulcers 
or scars immediately in the pylorus may act in 
the same way. One finds, however, many pa- 
tients who get on in perfect comfort with ex- 
tensive sears in either location; the ability which 
the stomach has to dilate and thus automatically 
relieve its strictures is almost incredible. 

Still another surgical indication must be con- 
sidered. We have already mentioned it in part. 
It is in those eases of ulcer in which persistent 
haemorrhage occurs. Usually in chronic ulcers 
where oozing from a surface takes place and 
occult blood in small amount is found almost 
constantly present in the gastric contents or In 
the stools, an attempt should be made to check 
this oozing by medical means. If prompt heal- 
ing with a decrease in the amount of blood lost 
does not rather promptly take place, I commonly 
recommend surgery. If on the other hand 
severe and repeated haemorrhages of consider- 
able amount take place from a chronic ulcer, I 
recommend early surgery because of the danger 
from acute losses of blood and the likelihood 
of the production of a chronic anaemia. In 
some such instances the ulceration may open 
into or near some vessel of large size, the condi- 
tion is thus more or less of a constant menace to 
life. 

Haemorrhage from superficial ulcerations, and 
they may be very severe at times, even from 
quite small lesions do not as a rule require sur- 
gery, but under suitable treatment promptly 





heal quite as efficiently as might be the case with 
ideal surgical excision of the ulcerated point. I 
refer here particularly to ulcerations which do 
not extend below the submucosa. 

I am sure that some of the medical men delay 
too long in resorting to surgery in some of the 
instances of chronic ulcer in which constant loss 
of but small amounts of blood takes place, some 
of these cases develop an anaemia of very severe 
grade, comparable to that of a primary anaemia 
in its general effects. Where medical means 
have failed in eases of this character, surgery 
should be done before the anaemia has estab- 
lished itself as a real body habit in which case 
it may be impossible to displace it, no matter 
how completely the blood losses may be checked 
or met by treatment. 

Unfortunately few surgeons realize the effic- 
iency of medical treatment in peptic ulcer. 
Few surgeons probably also realize the tremen- 
dously high percentage of cases which have un- 
dergone excellent surgical treatment but have 
subsequently relapsed or suffer from a return of 
symptoms without demonstrable lesion or those 
who suffer from the occasional bad results of 
operation. Few of these cases return to the sur- 
geon, they go to the medical man, and it is these 
cases which have too much persuaded some of us 
who are internists of the limitations of surgery. 
A better understanding between surgeon and 
medical man would exist if we were able to evalu- 
ate our results mutually, if each of us could see 
the good as well as the bad results of the other. 
As I have often reiterated in the course of this 
paper, neither method is one hundred per cent. 
perfect, for neither cures the disease. 

Then again, some of us are given to extrava- 
gant statements, from. the wealth of our igno- 
rance, usually. One eminent surgeon ridicules 
the use of the alkalies in the cure of the condit- 
ion. If for no other purpose the alkalies are 
invaluable because of the tremendous comfort 
which they confer in very many cases. I am 
also one of those who has found the alkaline 
treatment very efficient in the cure of the lesions, 
if intelligently employed in properly selected 
eases. As much ean probably be said numeri- 
eally of the alkaline method of treatment as can 
be said of surgery, except as an emergency 
measure. 

Very much depends on the proper selection of 
eases. Proper selection of cases can only be 
accurately determined when based on a careful 
and comprehensive diagnosis and when studied 
as it were, experimentally without preconceived 
phobias. 

So aceustomed has the surgeon become to his 
methods that he frequently fails to consider the 
reaction of the average patient toward the prop- 
osition of an operation in a debatable condition. 
It is somewhat amusing to me always, but I have 
rarely found surgeons keen for operation on 
their own persons when a possible avenue of 
medical escape presented. On the other hand 
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the internist must not sacrifice the opportunity 
which surgery often presents for early and eco- 
nomically desirable relief, nor must he fail to 
recall the tremendous benefits which good 
medical treatment offers in a very large percent- 
age of cases. 

If I have sueceeded in causing some of you to 
eonsider more e¢arefully the selection of cases 
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for surgical on the one hand, and for medical 

treatment on the other, in this subject of Peptie 

ulcer, I ‘have accomplished my full purpose 

Neither method is applicable to all cases, neither 

is a perfect method, and none cures. the disease’ 
which produces gastric ulcer. Either in prop- 

erly selected cases gives excellent and gratifying 
results. ; 
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THE SURGICAL CONSIDERATION OF ULCER OF THE 
DUODENUM AND STOMACH* 


BY JOHN F. ERDMANN, M.D., F.A.C.S.t 


OR a proper consideration of the surgical 
treatment of ulcers of the stomach and 
pylorus a working classification is essential. 
Both gastrie and duodenal ulcers may be divided 
into perforated, perforating of either calloused 
or non-ealloused types and mucosal or follicular. 
In the perforated type in either of the viscera 
under consideration nothing is called for except 
the earliest operative procedure possible. 

In the perforating calloused, infiltrating or 
penetrating type, operation is to be considered 
when treatment, dietary and medicinal, has been 
given fair trial by our medical associates. In 
the perforating or penetrating, non-calloused 
type, we have a lesion amenable to treatment in 
many instances. All gastric ulcers producing 
hour-glass contraction should be given a definite 
medical dietary and rest treatment until such 
agencies are demonstrated by repeated X-rays 
not to be successful. 

These same suggestions are to be made in the 
treatment of all types of duodenal ulcers, the 
classification of which for convenience is the 
same as those given for gastric ulcer adding 
obstructive ulcer in the duodenal for the hour- 
glass of gastric. It may be of interest to briefly 
review the types of procedure used in the past 
forty years for duodenal ulcer. 

The operation of anterior gastroenterostomy 
without entero-enterostomy proved successful in 
some patients but a vicious circle was established 
in quite a few before the brilliant suggestion was 
made and earried out of doing an added jejuno- 
jejunostomy. The plastic operations, upon the 
pylorus multiple in number all with the same 
objective of releasing a contracted pyloric ring 
or duodenum and theoretically to allow of more 
rapid emptying of the gastric contents. 

The Finney operation which is more advan- 
tageous than its predecessors insofar that it 
permits of resection of the ulcer or ulcers and 
at the same time widens the diameter of the 
former stenosis. 

During the period of pioneer work, the late 
Nicholas Senn devised his decalcified bone plates 
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for better contact of the peritoneal coats by 
pressure. Abbe his catgut rings for the same 
purpose and Murphy with his ingenious button 
for more speedy work and to overcome what at 
that time was the bug-bear of surgery, the in- 
fections and failures by means of suture. At 
about the same time an ingenious idea was fore- 
cast by which defiling the peritoneal cavity was 
to be obviated to the greatest degree, the rubber 
suture of MeGraw. This suture was a piece of 
round rubber about eight to ten inches long and 
1/16-1/8 of an inch in diameter at one end and 
tapered to a point at the other end, sufficiently 
small to enter a special needle. After the eut was. 
apposed to the stomach by a line of sutures, this 
material was passed through the gut and stom- 
ach fully two inches from point of entrance to: 
exit and then tied very tightly to cause cutting 
through by tension slough of the ineluded bite. 
The rubber suture was then buried by suturing 
the stomach to the intestine outside of the first 
contact row. 

Note that the great dread during this period 
was that of spillage and needle suture infection. 
All devices for apposition, Murphy button, ete., 
have been for years abolished by the majority 
of surgeons, using nothing now but absorbable 
suture material. 

Posterior gastroenterostomy made its entry 
with a long loop and the added necessity of cor- 
recting the frequent vicious circle by an added 
entero-enterostomy was rapidly succeeded by the 
no or short loop operation which eliminated the 
entero-enterostomy. All these devices in the 
main left the ulcer to heal or not as none but 
the Finney made any attempt to resect or 
curette the diseased area. 

Among the more radical operations are those 
that made or make attempts to remove the ulcer 
and the excision types without or with plastic 
repair. Among the former of these, i.e. without 
plastic repair, is the operation of excision of at 
ulcer non-indurated and one in which little tis- 
sue is lost. Suture in any way to repair the de- 
fect without much stenosis. 

The second type of operation, that of excision 
and plastic repair includes the operations of 
Finney, Horsley, Charles Mayo, Judd, ete. To 
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me these operations have always presented a 
strong appeal because no ulcer is left behind 
unless overlooked. The plastic repair eliminates 
all contraction pre-existing and should prevent 
contraction of the new zone. 


I was so thoroughly taken with the Horsley 
operation from both anatomical and physiologi- 
eal viewpoints that I promised myself to do fifty 
before commenting upon the procedure unless 
some strong reason produced by failures should 
eall for discontinuance. I finally reported a re- 
view of the best part of seventy-five and then 
began to get my disappointments. Horsley him- 
self had shortly before this called attention to his 
disappointment, claiming the suturing of the 
mucosa as a source of error. 


I have become so thoroughly at variance with 
this type of operation to exclude it at the pres- 
ent time from my work except in the operations 
for perforated ulcer. I was doing an operation 
allied to Horsley’s for years with all the perfo- 
rated ulcers in my service, the difference being 
the incision of the pyloric ring as advocated by 
Horsley. 

In none of the plastic or excision operations 
described above have I ever done an added gas- 
troenterostomy. In the accepted repair of some 
operators, who merely turn in the edges of the 
perforation and then strengthen the first layer 
by two or more rows of suture, I have always 
done an added gastroenterostomy for two rea- 
sons, one, that an immediate obstruction might 
be produced by the infolding suture, the other 
that a contracting scar might result in a stenosis. 


The complicating results of gastroenterostomy 
such as an occasional hemorrhage, gastric dilata- 
tion and vicious circle have not presented the 
anxiety for improving our operations that the 
complication of marginal ulcer has. The per- 
centage of non-improved in gastroenterostomy 
has always been small, that of improved fair, 
while the cured for years has been estimated 
from eighty to eighty-seven per cent. Neverthe- 
less, more recent observers have variously esti- 
mated the occurrence of marginal ulcer from 214 
per cent. in early literature to as high as 34 per 
cent. recently by Berg and Lewisohn of Mount 
Sinai. 

The caisation of this complication or dis- 
agreeable after-result has been sought for for 
years. John F. Erdmann (see Annals of Sur- 
gery) cites a series of selected patients and states 
in his arguments, that after careful consideration 
of such association as non-absorbable suture ma- 
terial, specific disease, hyperacidity, trauma of 
the tissues by clamps used for checking spillage 
and hemorrhage, producing an apposition while 
suturing, the use of tissue forceps of Allis and 
mouse-tooth varieties, and the possibilities of 
suture producing infarets and thrombi that may 
give rise to tissue destruction that we must finally 
therefore conclude that some of these patients 


ful gastric content analyses until it was decided 
that hyperacidity was the cause. Therefore, this 
must be eliminated by surgery if medication and 
diet did not do the work. Hence the more re- 
cent operation of excision of the acid-bearing sec- 
tion of the stomach as practised by Pfinsterer, 
ete., and so strongly advocated by Berg and Lew- 
isohn of New York is logical. 

Before considering the operations of choice, 
it is very necessary to digress and enter tie field 
of the other specialties so closely associated with 
the diagnosis and treatment medically and by 
dietary means. Close association with the gas- 
troenterologist and roentgenologist is essential 
to reduce all failures and all operative proce- 
dures to a minimum. The roentgenologist is 
called first to give us his understanding of the 
size of the ulcer, its penetration as to whether 
it is below the mucosa, whether it is in the deep- 
er muscular structure or if through the museular 
and threatening perforation. 

Some few months ago Dr. Cole of New York 
called a meeting of surgeons, clinicians and gas- 
troenterologists together to consider the subject 
of ulcer of the stomach exeluding all ulcers 
bearing upon the duodenum, showing a heau- 
tiful series of X-ray pictures and some schematic 
drawings added to a most superb movie of the 
stomach in action. The differences in a mucosal, 
dissecting, sub-mucosal, muscular, perforating’ 
ulcer were clearly demonstrated. His belief 
that the muscular, dissecting and perforating 
were objects of surgical interest after medical 
treatment failure was conceded by all present. 
His showings of ulcer under observation by the 
gastroenterologist were in many instances, in- 
teresting from the repair standpoint. In addi- 
tion his evidences of the non-repair and at times 
progression of ulcers under treatment accen- 
tuated his advice to operate in these instances. 

To suyhmarize, the close association of the 
roentgenologist is not only conceded as advisa- 
ble but it is demanded that X-rays at intervals: 
associated with medical and dietary attentions: 
is of special value both as to observation of 
repair or non-repair and as a definite signal to’ 
interference or not in a surgical sense. 

Much has been said and will be said by our’ 
medical associates in regard to the repair of 
ulcers under treatment. Much ean be said by 
all of us on the subject of intermittence of all 
diagnostic symptoms and signs whether or not: 
under gastroenterological attention. Chief of all 
to remember is the remission of symptoms dur- 
ing the warm weather and the reappearance of 
symptoms in the fall and winter aided by nerve 
strain, smoking, ete. The period of symptoms 
absence being longer than the symptoms pres- 
ence by weeks to months and that this absence 
or remittance condition often fallaciously leads. 
to medical cure diagnoses. 

Subsequently shielding themselves and pro- 
crastinating return of symptoms with a new 





have an ulcer forming idosynerasy. Such pa- 
tients with marginal ulcer finally led up to eare- 


ulcer formation diagnosis, we as surgeons know 
by our living autopsies that these patients pre- 
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sent one ulcer and no other site of scar or ulcer 
in the great proportion of instances. Neverthe- 
less, I cannot but feel indebted to our associated 
gastroenterologists in affording the relief that 
proper medication, dietary, ete., produce and 
admit with them that they must without ques- 
tion produce their proportion of cures. I also 
accept that, barring the occasional perforation 
and the occasional repeated hemorrhage cases, 
their mortality should be low. 

I do not operate and have not operated for 
some years in all ulcer cases. I do not operate 
and have not for some years operated in any 
ulcer case except the perforated, the positive ob- 
structed with dilatation and retention, those of 
repeated hemorrhage and those of a malignant 
suspicion, without the patients producing all 
X-ray evidences and of more than one thorough 
gastroenterological treatment and observation. 
Alvarez of Rochester has during the past year 
written the most intelligent and, to me, most 
practical paper on the medical and dietary treat- 
ment of ulcer. 

Too strong advice cannot be given to thor- 
oughly examine all these patients for gallbladder 
and appendicular association. The former, 
thanks to the work of Cole, Graham, et al, in 
the use of the dye in radiographing our patients, 
is far more readily discovered although the per- 
centage of definiteness is not yet large enough 
for the operator to prevent his very careful ex- 
amination of the gallbladder while attending to 
the ulcer area. 

Having considered some of the operations, es- 
pecially those for ulcers and complications, the 
operations for gastric ulcers are in order. The 
field occupied by the ulcer is of importance, 
those in the lesser curvature and as a rule in- 
volving the pyloric antrum are readily excised 
in the majority of instances, whereas the large 
indurated and extensively infiltrated had better 
be dealt with by resection of half of the stomach, 
bearing in mind always that the gastric ulcer 
of over a ten cent piece in size may be malignant. 

The excisable ulcer may be dealt with by the 
cautery and excision method of Balfour or sim- 
ple flap excision with closure by suture entailing 
the least bit of diminution of caliber. The ulcer 
occupying the posterior wall of the stomach, 
when of small size, may be removed by either a 
trans-gastriec resection or may be approached 
and removed through the lesser peritoneal 
pouch. I have never added a gastroenterostomy 
to this type of operation as I have never felt the 
necessity for it nor can I recall any of my pa- 
tients so treated not making a smooth recovery. 

The indurated and infiltrating ulcer demand- 
ing resection of half or more of the stomach is 
treated by one of several operations: Billroth 
number one or number two having many advo- 
cates. Personally I am very much attached to 
the Polya method. The anti-colonic of Balfour 
has never appealed to me although he presents 





operation on the standpoint of its having an ob. 
struction menace by the angulation of the 
colon over the jejunum unless an exceptionally 
long jejunal loop were made. Nevertheless, | 
used this operation in a fair number of patients 
and had one obstruction by secondary growth 
producing an angling or kinking obstruction 
that would not have occurred had I adhered to 
the usual Polya method. A subsequent non- 
malignant kink obstruction, has caused me to 
discard the anti-colonic operation. A further 
argument for my not liking the operation the. 
oretically was the long loop of jejunum neces. 
sary to make the anastamosis, contending that 
this loop would require an added jejuno-jejun- 
ostomy. This either happened to Balfour or he 
saw the dangers as for some time he has been 
adding the necessary jejuno-jejunostomy. This 
additional operation is not only a step back. 
ward in my opinion, but is an added risk in the 
hands of the operator who has not the facile 
hands and technique of Balfour. I cannot ae. 
cede to his argument that the anti-colonic takes 
less time and has a lower mortality than the 
operation requiring the suture of but one anas- 
tamosis. 

The operation of Pfinsterer for duodenal 
ulcer as strongly advised by Berg and Lewisohn 
of New York at the present time does not con- 
vinee me enough to accept their dictum. . The 
statistics of Berg and Lewisohn, show that 34 
per cent. of all gastroenterostomies are followed 
by marginal ulcer of which 16 to 18 per cent. 
were operative proofs and the balance were 
symptomatic proofs. 

Barring all questions of mortality in these 
various operations for duodenal ulcer, I would 
still be inclined to operate as follows, resection 
only in the uleers of large size, markedly infil- 
trated and where a question of malignancy 
arises. That until further proofs, gastroenter- 
ostomy with its records of cures, improvements, 
ete., should be the operation of choice in the 
hands of the general operator. That with the 
knowledge of the gastric analyses in pernicious 
anemia one must feel that the rendering of the 
contents of the stomach totally antacid may be 
productive of pernicious anemia. 

The sleeve resection for large ulcers in the 
mid-section of the stomach, lesser curvature and 
posterior wall even with the argument of pernic- 
ious anemia is not as appealing to me today as 
a resection would be, bearing in mind always as 
before stated the possibility of malignancy in 
the gastric ulcer over a ten cent piece in size. 

The anterior perforated gastric ulcer (rare 
as compared to duodenal) can as a rule be treated 
by excision and suture. While the chronic per- 
foration is usually, one might say always, on the 
posterior wall, must in the great proportion 
of instances receive the radical operation of re- 
section. 

Marginal ulcers may eall for one of several 





a series with exceptionally low mortality. The- 
oretically, when first advocated I objected to the 


operations depending largely on the site of the 
ulcer and its state. These ulcers we have found 
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chiefly in the jejunum and in the distal arm 
of the anastamosis. They have been found in 
the gastric side. I recall one a full inch from 
the gastro-intestinal margin in the posterior 
wall of the stomach. 

In the event of the duodenal ulcer having all 
the ear-marks of being healed, a return of the 
gastro-intestinal tract to normalcy is in order, 
the marginal ulcer is excised and the intestinal 
and gastric openings closed. In the event that 
the uleer for which the primary operation was 
done is still active, resection of half of the stom- 
ach and the ulcer bearing area of the duodenum 
is done or repair of the marginal ulcer zone by 
resection of the ulcer if gastric and renewing 
the gastroenterostomy or resection of the por- 
tion of the jejunum if the ulcer is in the intes- 
tine and then doing an end to end jejunostomy. 

In the event of the original ulcer being re- 
paired then a return to normalcy of the stom- 
ach and intestine is to be done. After the sur- 
gical procedure and after his discharge, the pa- 
tient is referred to a gastroenterologist for fur- 
ther care and attention. I do not feel that when 
I have discharged the patient that he is well but 
that his abnormal physical and mechanical con- 
dition has been repaired. ‘‘Put yourself in his, 
your patient’s, place’’ has always appealed to 
me as the first step in our consideration of sur- 
gical interference. I would therefore suggest 
that our surgical enthusiasm should not carry us 
over the border-line of unnecessary interference 
and at the same time that our bump of experi- 
mentation does not cause us to fall short of giv- 
ing surgical relief. 


To Summarize: I would operate in the fol- 

lowing types of cases. 

Where there is a perforation. 

In repeated hemorrhage. 

Where there is evidence of suspicion of 
malignaney. 

Where there is X-ray evidence of perfor- 
ating. 

Where there is duodenal obstruction. 
Where no evidence of repair exists after 
careful medical and dietary treatment. 
Where there is hour-glass contraction in 

the stomach. 
Where the ulcer is dissecting or under- 
mining. 
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DISCUSSION 
ROENTGENOLOGIST’S VIEWPOINT 


Dr. A. S. Merriny, Manchester: So much has 
already been said that I will try to be brief and 
not bore you by repetition of things said before. 

I believe that this method of examination is 
undeniably a credit to American medicine. Dr. 
Francis Williams, who was almost if not quite 
the first man to study the human stomach by the 
opaque meal, studied the gastric action and rec- 
ognized the most obvious lesions. From this 
foundation we gradually progressed to the study 





and recognition of more obscure lesions and 
those in more inacessible parts of the stomach. 
The recognition of ulcer of the duodenum was a 
later development. That was first described by 
Dr. Cole of New York, I think. Drs. Carmen, 
Case, George, Holmes and others have placed 
the examination of this region on a basis where 
the findings are reliable. 

I want to thank the readers of these papers 
for their words of appreciation of the X-Ray. 
It was most gratifying to hear such an unbiased 
tribute to our work. All men would not be as 
fair as they. 

Mention has been made here of the rarity of 
the old-fashioned ulcers now. In the city where 
dispensary and hospital treatment are so easily 
available, they are constantly receiving cases 
earlier for examination, much earlier than 
formerly, making it an easier problem to recog- 
nize these lesions in their early stages. 

I would like to emphasize the value of re- 
peated examinations. Repeated examinations 
are just as valuable in this study as in any 
other. Often small lesions are suspected, and 
by repeated examinations conditions not recog- 
nized in the first observation would be identified 
in many cases. We know the picture is largely 
a picture of spasm. We used to be told by the 
surgeon ‘‘We find an ulcer but less deformity 
than the X-Ray showed’’. It is recognized now 
that a large part of the deformity is spasmodic. 
Spasm without ulcer could be ruled out in most 
eases by repeated examination. 

I have followed the method of Dr. Holmes of 
Boston who used practically the same method as 
Dr. Carmen of Rochester. He was a very strong 
advocate of the fluoroscopic examination of the 
stomach and duodenum. In watching the pas- 
sage of the meal through the oesophagus and 
along the gastric wall and making a study of 
anything that attracts our attention we may 
often recognize something which might not be 
seen if the examination was deferred until the 
stomach was filled. In passing, I want to say 
that I think it is absolutely wrong to entrust 
this part of the examination, to the technician. 
It should be only in the hands of a man who 
possesses as much knowledge as possible of the 
anatomy, physiology and pathology of the re- 
gion and can recognize disturbances of func- 
tion of these parts. 

I have tried, as we always do, to encourage 
post-operative examination as it is very valu- 
able in following the course of these cases. 


Dr. H. N. Kinesrorp, Hanover: There is an- 
other condition, which in my opinion is very 
important, and which we frequently lose sight 
of, namely, the circulation in the stomach wall. 
We are taught that the normal anastomosis and 
collateral circulation in the stomach is just about 
perfect and that thrombosis is next to impos- 
sible, or very infrequent. In studying normal 
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stomach sections we frequently see thrombosed 
vessels which never cause any trouble. Some 
stomachs, at least, show multiple thromboses. The 
congenital abnormal distribution of the blood 
vessel is as common in the stomach as in other 
localities. Why doesn’t this condition account 
for the so called ulcer forming habit? 

In my opinion, when we do find out the cause 
of peptie ulcer, the treatment will be medical 
and surgical as it is now, also, the preventive 
treatment will be of practically no interest. 


SUMMARY 


Dr. JAMES W. JAMESON, Concord: In the 
consideration of gastric or duodenal ulcer diag- 
nosis, is, as in other conditions, of primary im- 
portanee, and this is at times, by no means easy. 
Symptoms suggesting uleer are often simulated 
by other conditions especially recurrent appen- 
dicitis, chronie constipation, gastritis due to im- 
proper diet or infections of the mouth. Need- 
less to say these conditions must be ruled out 
and X-Ray examinations, especially fluroscope 
examinations, should be made on all cases. 

Medical treatment should be tried in all cases 








at first; for a large percentage will be cured, 
especially those suffering from acute ulcers or 
ulcers with haemorrhage. The difficulty with 
medical treatment is that it requires a good deal 
of time, and often has to be repeated; so that 
patients frequently want relief by surgery feel. 
ing that then cure will be accomplished more 
quickly. However any surgical treatment must 
be followed by medical treatment if a satisfac. 
tory result is to be accomplished. 

Surgery gives its best results in the thick- 
ened ulcers about the pylorus with symptoms of 
obstruction, and in ulcers of the duodenum, but 
is necessary in any indurated ulcer and in those 
with recurrent bleeding. 

Excision of ulcer by knife or cautery followed 
by suture and a gastroenterostomy, if pyloric 
thickening is present, is probably the most satis- 
factory operation in the majority of cases, but 
partial gastrectomy with excision of the uleer 
bearing area gives good results to some opera- 
tors. 

We are very fortunate in having had such 
instructive papers as Dr. Brooks and Dr. Erd- 
mann have given us, and I feel that we are all 
eratetul to them for coming here. 


—— a ————— 


APPENDICITIS IN PEOPLE OVER FIFTY YEARS OF AGE* 


BY EMERY M. FITCH, M.D., F.A.C.S.t 


S” much has been written on the subject of 
appendicitis that there hardly seems any- 
thing left of interest. Yet there is perhaps no 
disease which is so common or perhaps any 
which receives so much attention and in which 
the method of treatment is so universal. 


Of all the abdominal organs the appendix is 
the one which is the most picked upon, either 
directly or indirectly, it being the custom of 
most clinicians to remove the appendix when- 
ever they are inside the abdomen. Whether or 
not this is a wise procedure is a question of much 
debate. 

In spite of close application by all the doctors 
in the entire world over a period of forty vears, 
being the time elapsed since the true nature of 
appendicitis was demonstrated, the etiology is 
still somewhat obscure. There are no doubt 
many things which enter into the cause and no 
one thing which can be held out as a predom- 
inating factor. 

Among the common causes are: Obstruction 
in the lumen, such as concretions; obstruction 
in the appendiceal vessels causing circulatory 
disturbances; infection of the organ primarily 
or secondary to other bodily infection such as 
tonsillitis and grippe; sex, males being affected 
more often than females; traumatism either 

*Read at the Annual Meeting at New Castle, June 22, 1927. 


7For record and address of author see ‘‘This Week's Issue,” 
page 365. 





from outward violence or from the action of a 
concretion inside the lumen; intestinal parasites; 
diet ; and age. 

It is with age that we are concerned mostly in 
this article. 

The severity of appendicitis occurring in peo- 
ple of middle life and after has led me to at- 
tempt an analysis of this disease in its relation 
to people of fifty years of age and older. Our 
study has of necessity been confined to those 
cases which came to operative treatment, for it 
is impossible to get much history of cases of 
appendicitis in any age which recover or die 
without surgical interference, This is primar- 
ily a surgical disease, and any attempt to treat it 
medically has long since been relegated to obso- 
lete methods. 

It is the common belief among people gener- 
ally and frequently among physicians that ap- 
pendicitis is uncommon in infancy, fairly rare 
in children, very common in young adults, but 
extremely rare in people over fifty vears of age. 
From this there has developed a belief that any- 
body who has passed middle life has practically 
become immune to the disease. 

Our study is based upon 766 consecutive 
cases operated at the Claremont Hospital, the 
results of which I present with the hope that it 
may refresh in your minds a subject which is old 
yet ever new; for every case is individual in its 
peculiarities. 
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In this series the conditions were as follows: 


Percent of Cases 


Age Groups Number of Cases in Group 
0-10 42 5.5 
10-20 174 21.4 
20-30 313 40.8 
30-40 149 19.7 
40-50 51 6.6 

_ 50 plus 37 4.7 


In this group of cases, therefore, the disease 
was practically as common in people over 50 
vears of age as in children under 10, and about 
the same as in the group 40-50. 


With these findings in mind I sent the follow- 
ing questions to 100 surgeons and hospitals in 
widely scattered sections of the country: 


Divided into decades: Under 10 years; from 
10-20; from 20-30, ete.; in what ages was the 
largest percentage of cases? 

Was the percentage materially different after 
the age of 50? 

In your eases occurring in patients over 50 
years of age, was the percentage of pus cases 
materially different than in patients of other 
ages? 

What is your death rate in cases over 50 years 
of age? 

The replies have been very gratifying, some 
of which I take the liberty to quote. 

The percentage as to ages holds true in the 
majority of replies (which I had from hospitals 
and surgeons in various sections of the country). 

In all my replies, compiled from hospital rec- 
ords, the greatest number of cases, with the ex- 
ception of five hospitals, occurred in the ages 
between 20 and 30. Following is a group of 
hospitals, with their results: 


Percentage 
Number of Percentage of Cases 


Cases in Ages over 50 

City and Hospital Reported 20-30 Yrs. of Age 
Montreal (General) 1680 34 4.2 
Boston: 

City 903 29.5 4 

Massachusetts Gen’l 548 28 4.2 
Indianapolis 30 10 
Cleveland? 

Lakeside 140 32 if 

Clinic 721 32 8 
Terre Haute 5 
Meridian, Miss. 104 32 3 
Denver, Colo. 132 36 9 
Rochester, Minn. 775 32 9 
Portsmouth, N. H. 76 36 8 
Hanover, N. H. 1275 28 29 
Brattleboro, Vt. 118 28 3 
Minneapolis (Abbott) 96 34 6 


Five hospitals had the greatest percentage of 
cases in the ages 10 to 20. Following is their 
report, the percentage being practically the 
same as the average of other hospitals for the 
next decade: 
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Number of 
Cases Ages 

City and Hospital Reported 10-20 Percentage 
Massachusetts General 548 216 39.4 
Boston City 903 369 40.8 
Brattleboro, Vt. 118 44 37 
Harriston Hospital 104 37 35 
Hanover, N. H. 1275 436 35 


Of our 37 cases occurring in people over 50 
vears of age 22 were in desperate condition at 
time of operation and. were operated with the 
primary idea of saving life if possible. All of 
these 22 cases had suppuration in some form; 
some gangrene; some a large amount of free 
pus; and some a well developed peritonitis. 

The striking thing about these cases occur- 
ring in people over 50 years of age is the sever- 
ity of the attack. Usually there are very few 
adhesions, the peritonitis is widespread and 
there is little if any walling off. Oftentimes the 
appendix is completely gangrenous, the gan- 
grene extending to the meso-appendix and to the 
walls of the caecum and is of a very friable 
character, making its removal as a whole ex- 
tremely difficult. The inflammation extends to 
adjacent structures and the veins are badly en- 
gorged. 

Referring to the original principal causes 
cited above it is interesting to note their rela- 
tion in regard to patients who have reached the 
age of 50. 

1. Obstruction in the Lumen. Most people 
have been led to believe that the appendix 
atrophies with age and that people who have 
arrived at 50 are more or less immune from 
attack of appendicitis. Anatomically the ap- 
pendix is a continuation of the caecum of vary- 
ing length. The walls are the same structure as 
the walls of the caecum. The extent to which 
these walls are developed varies widely and dif- 
fers in individuals rather than in ages. Fibrous 
appendices and also well-developed ones are 
found at all ages. Likewise wide open lumens 
which will receive a concretion, become obstruct- 
ed, get the circulation shut off, and become gan- 
grenous, are found at all ages. Careful patho- 
logical examination of appendices removed at 
operation and those found at autopsy shows that 
the organ as a whole does not atrophy with age. 
What no doubt does happen is that the appen- 
dix becomes fibrous in many people as a result 
of repeated attacks of appendicitis which are 
not sufficiently severe to lead to operation. 

2. Obstruction in the Cireulation. This 
probably plays a small part as a primary cause 
at any age, but is more of a factor later in life, 
when the vessels throughout the body begin to 
undergo pathological changes. The appendix 
receives its blood supply from the appendiceal 
artery, which is a branch of the posterior ileo- 
cecal. It crosses the ileum and runs down in the 
ileo-cecal angle, travels along in the meso-appen- 





dix and gives off a varied number of branches to 
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the appendix. The number of branches, varying 
somewhat with the length of the appendix, are 
from two to eight. The return supply is by 
the appendiceal veins, which accompany the 
arteries and are branches of the portal system. 
Thus the circulation to the appendix is terminal. 
The walls of the vessels are very thin. The 
vessels run in the subserous coat and supply 
both walls of the appendix. Oftentimes the meso- 
appendix does not extend the whole length of 
the appendix, and the terminal portion has a 
very poor blood supply. When the caecum be- 
comes filled with fecal matter and fecal masses 
gather in the ileum, the circulation becomes ob- 
structed and gangrene of the appendix may re- 
sult, or the nutrition of the organ is so im- 
paired that bacteria can more easily win in their 
fight with the phagoctyes. This is more liable 
to happen in patients who have arrived at the 
age of general circulatory disturbances, and 
this may be a prominent factor in the large num- 
ber of pus cases which occur in proportion to 
other cases in these people who have arrived at 
the down grade of life. 


3. Infection. Bacteriological examination of 
free pus and of appendices which do not have 
pus shows the colon bacillus to be the principal 
cause of infection, then streptococcus, and rarely 
the tubercular germ. Secondary infection, not 
uncommon in young adult life, is much more 
rare in older people, because they have gone by 
the age of infection. Abscesses at the roots of 
teeth are blamed for many ills, and there is little 
doubt but that they may be responsible for some 
infected cases occurring in the decades between 
20 and 40, this being the age when teeth begin to 
break down. It has been stated that the amount 
of lymphoid tissue in the appendix is greatly di- 
minished after the age of twenty. But this state- 
ment is open to doubt. The fact that less 
lymphoid tissue is found is due to an individual 
variation rather than to age. It would be im- 
possible to tell a patient’s age or to give even 
a rough guess by a microscopical examination of 
the appendix. 


4. Sex. In our 37 eases over 50 years of age, 
24 were male, 13 female. This is about the gen- 
eral average for all ages. 


5. Traumatism. In very few eases at any 
age have we been able to show direct traumatism 
from outward violence. If traumatism has fig- 
ured as a material factor, it has been from the 
action of a concretion. Definite foreign body 
has only been found once in our series of 766 
cases, this being the stem end of a date. 


6. Diet. People in New England live on a 
mixed diet and this can hardly be considered a 
cause in relation to the different ages, except 
possibly in the very young; certainly not in 
people over 50 as compared with the ages be- 
tween 20 and 30. 





7. Age. People over 50 years of age haye 
become more stoical in their ability to bear pain, 
The person between 20 and 40 has a cramp in 
the abdomen. He immediately thinks appen. 
dicitis and makes his own diagnosis, then goes 
to a doctor. The doctor may have trouble con. 
vineing him that he has not an attack, or he may 
operate him on slight symptoms. The person 
who has arrived at the age of 50 without an 
attack gets a pain in the abdomen, and he is very 
loath to believe that he has appendicitis. He 
worries along for hours or days, and consults the 
doctor as a last resort, then only to doubt the 
diagnosis, so that he is more apt to get a late 
operation and oftentimes not until suppuration 
has taken place. 


One factor which must be considered is that 
a great many people in these days have had the 
appendix removed long before they arrive at the 
age of 50. This percentage is fast growing larg- 
er, for operations are continually becoming safer 
and simpler, and young adults are being oper- 
ated on slighter symptoms now than they were 
even a few years ago, and much more frequently 
than they were twenty years ago. 


In looking over the record of 750 industrial 
examinations I found that in these healthy in- 
dividuals who came to examination simply be- 
cause of a shop requirement, 36 had had the 
appendix removed. ‘These examinations were 
conducted on people between the ages 16 and 40, 
the majority were in a good degree of health, 
and 5% had an appendiceal scar. 


In my questionnaire, the replies as to per cent, 
of mortality were very unsatisfactory, this ques- 
tion either being ignored or guessed at, or else 
the records were not kept in a way that the 
death rate could be determined. The results 
that I did obtain covered only a period of from 
one to three years but show a rate of from 19% 
to 50% in people over 50 years of age, while the 
average for all ages was only 1.9% to 4%. Our 
own results show a mortality rate for all ages of 
3.6%, and the mortality in cases over 50 years of 
21.6%. Our series covers a period of 20 
years and includes eases operated before the 
installation and development of complete mod- 
ern hospital equipment. 

Of the 37 cases over 50 years of age eight 
died, giving a death rate in this class of pa- 
tients of 21.6%. 

There were 24 cases between the ages of 50 
and 60, with one death, making the death rate 
4.1%. 

There were 11 cases in the ages between 60 
and 70, with six deaths, making a death rate of 
54.5%. 

There were two cases over 70, with one death, 
or 50% mortality. 

Following is a table of our death rate, grouped 
according to decades: 
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Death Rate 
Under 10 years © 4.8 
10 to 20 years 2.3 
20 to 30 years 2.2 
30 to 40 years 2 
40 to 50 years 4.1 
50 and over 21.6 


I realize full well that it is an enormous task 
to go over records to ascertain the results of any 
particular disease, and I am greatly indebted to 
the doctors and hospitals who so generously 
helped me in this study. 


CONCLUSIONS 


Appendicitis becomes less frequent after the 
age of fifty. | 

The severity of the attack is much more 
marked, the pathological findings are more ex- 
tensive, and the circulatory changes are pro- 
nounced. 

The death rate is markedly increased. 


DISCUSSION 


Frep B. Lunp, M.D., Boston: We thought 
we were through with discussions of appendici- 
tis, but this spring I have heard two very im- 
portant and interesting papers on that subject. 
This paper of Dr. Fitch’s is one and the other 
was presented at the meeting of the American 
Medical Association in Washington. I don’t 
recall the name of the writer. As he stated, the 
recovery of the patient depends more upon the 
medical man than upon the surgeon. There is 
a large educational institution near Boston 
where one doctor looks after the students and it 
was remarked that that doctor had not lost a 


patient in twenty-four years. This is not so be-| 


cause he has had one death. However, this good 


record is due to the fact that he has made a diag- 
nosis before the symptoms of peritonitis took 
place. The classical symptoms of appendicitis 
do not appear until peritonitis has developed 
and one is ‘most successful when one operates in 
the presence of pain even if there is no tempera- 
ture and no vomiting, nothing but the pain. 

One of the reasons, as Dr. Fitch has well said, 
why we do not have symptoms of acute appen- 
dicitis in people of forty and over is that if the 
appendix is going to perforate, it perforates be- 
fore that age. Never think that because a pa- 
tient is old he cannot have an acute abdominal 
disease. Certainly the appendix is not obliter- 
ated in all old people. 


Dr. TayzLor, Portsmouth: Dr. Fitch’s paper 
was interesting and he must have taken a great 
deal of time studying into the matter. I feel 
that with appendicitis in people over 50 years 
of age the attacks are usually very severe, and 
as a rule they are cases in which the appendix 
is badly affected, or in which there is an abseess. 
I think the main point is not to do too much in 
these cases. The kidney has a great deal to do 
with the recovery of people over 50, and they 
have to be watched very carefully. I remember 
one man I had, about 76 years old with a bad 
appendix. I removed the appendix and he was 
doing very badly about the fourth or fifth day. 
I washed his stomach out and could not get the 
bowels to move. However a patient confined in 
a bed opposite, suddenly became confused, 
climbed up on my patient’s bed and danced the 
Charleston over his abdomen before he was sub- 
dued. This rather crude form of massage had 
(is good effect, as the bowels began to move in a 
short time and the patient made an excellent re- 





covery. 
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AFTER EFFECTS OF TOXEMIA OF PREGNANCY* 


BY FRED ELLSWORTH CLOW, M.D.T 


U TIL ‘a very recent time it was generally ac- 
cepted that there were no after effects of 
the toxemia of pregnancy, except the infrequent 
occurrence of aphasia, hemiplegia, and puer- 
peral insanity. Modern textbooks usually dis- 
miss the subject of remote prognosis with the 
statement that only in cases dependent on pre- 
existing renal disease were later pathological 
changes .to be anticipated. Discussion of this 
point centered around the prospects of the 
mother and baby in subsequent pregnancies. 
Once the patient recovered from the more or less 
acute condition, the urine becoming free of albu- 
min and casts, with disappearance of edema, and 
visual disturbances, the return of blood pressure 
to a point approaching normal, the future 
seemed unclouded. Usually by the end of the 
*Read at the Annual Meeting at New Castle, June 22, 1927. 


¢For record and address of author see ‘This Week’s Issue,” 
page 365. 





third week the patient was safely convalescent. 
(de Wesselow and Wyatt) 

Despite the enormous literature on the subject 
of late toxemias of pregnancy little mention has 
been made, until within the past three years, of 
the part these conditions play in the after life of 
the mother. 

My own interest in this phase of the subject 
was excited by the consultation in the same week, 
with three women, in the early forties, each of 
whom presented nearly identical signs and 
symptoms, and each of whom had experienced a 
toxie pregnancy. 

I believe that the recognition of the fact that 
a woman is possibly severely harmed by the oce- 
currence of toxemia in the child bearing process, 
has been tardy, and that it is bound to be an 
important factor in the lives of many women. 
When this view is more generally accepted, indi- 


Sapte a pa ep a mr a ere 








POORER Ni is Baa reat 


352 EFFECTS OF TOXEMIA 





OF PREGNANCY—CLOW NL EJ. of M. 


April 5, 1928- 





cations for the treatment of toxemia, particu- 
larly in the earlier months of gestation, and par- 
ticularly in women who have already had toxic 
pregnancies, may need revision. 






































Total cases of Toxemia 41 
1. Pernicious Vomiting 10 
Living 10 
2. Severe Toxemia 31 
Living 28 
Dead 2 
Unknown 1 
Total Pregnancies 59 
Severe Toxemias 
Primiparae 21 
Multiparae 10 
Type of Toxemia 
Pre-eclamptic 10 
Eclamptic 21 
Recurrence of Toxemia in 13 





Blood pressure measurements of those whose pres- 
sure was considered above normal readings: 























Systolic No. Pts. 
140-150 3 
150-160 3 
160-170 1 
170-180 5 
180-190 2 
190-200 2 
200 and over 2 

18 


Toxemia of pregnancy embraces a miscel- 
laneous group of conditions including pernicious 
vomiting, toxic jaundice, pre-eclamptic toxemia 
and eclampsia. In the group of cases of perni- 
cious vomiting there was no mortality though 
Polak says that 20% of these women die. Until 
recently the cause of hyperemesis gravidarum 
has been a matter of dispute. The studies of 
Dunean, Harding and Titus tend to substantiate 
the clinical evidence of a vicious cycle of dehy- 
dration, starvation and vomiting. 

Pernicious vomiting as a manifestation of tox- 
emia is apparently, not necessarily followed by 
more severe toxic conditions. No patient, in the 
series under consideration developed severe tox- 
emia, neither did the patients who developed 
severe complications give a history of previous 
vomiting beyond what is considered the usual 
event in 50% of pregnant women. 

I have tried to trace all cases of severe toxemia 
of pregnancy which have occurred in private 
and hospital practice since 1905. Twenty-eight 
patients were examined, representing all but one 
of the patients who are now living. Of thirty- 
one patients, twenty-nine survived the emer- 
gency. One patient died in a convulsion follow- 
ing manual dilatation and delivery. One died 
of acute dilatation of the stomach after Caesar- 
ean Section. The incidence of toxemia is high 
in my group of cases because many patients re- 
ceived no ante-natal attention and some were 





No patient of the ten who had pernicious vom- 
iting considered for this study exhibited signs or 
symptoms of sequelae of severe vomiting. 

The factors considered in the present study 
embrace: 

1. Age at time of pregnancy apparently has 
no bearing on after effects. The series is too 
small to permit generalizations but the primi- 
parae who have had no succeeding pregnancies 
appear to have reacted nearly as severely as 
women who have borne more children. 

2. Past History: No patient in the series 
gave a history of previous nephritis. Blood 
pressure readings previous to the first preg- 
naney are available in five, each of whom showed 
normal figures. That many of the events in my 
patients occurred before the day of blood pres- 
sure measurements accounts for the omission in 
some of the others. Miller reports a series of 
cases followed both before pregnancy and after, 
where hypertension developing after childbirth 
persisted for a long time. 

It cannot be proved absolutely that the woman 
has not brought to her pregnancy a kidney dam- 
aged from previous disease, dating even from 
very early life, but evidence is accumulating 
that not by any means, all women, who develop 
toxemia, do so because of an old nephritis. 

3. Time elapsed to the present since the toxic 
pregnancy. In 50% of the cases this was over 
ten vears. 

4. The number of pregnancy in which com- 
plications occurred. This varied from the first 
to the sixteenth. 

»). Reeurrence of toxemia in subsequent preg- 
nancies. One woman had convulsions in four 
successive pregnancies. Three had severe toxe- 
mia in three successive pregnancies. Four had 
severe toxemia in two successive pregnancies. 

6. Present condition of patient as to signs 
and symptoms. I have made comprehensive 
physical study of those who had either signs or 
signs and symptoms involving the cardio-vascu- 
lar system with or without disturbance of renal 
function, excluding the group of pernicious 
vomiting cases. Ten voluntarily presented 
themselves because of symptoms. 

It is evident that the after-effects of toxemia 
concern the cardio-vascular or cardio-vascular- 
renal systems. This is the experience of Post 
and Stieglitz, who have found, in a series of 110 
patients with severe hypertension, both male 
and female, 16% gave a history of toxic preg- 
nancy and of wemen under the age of forty-five 
alone 50%. ‘‘The incidence of a history of past 
pregnaney with unusually marked toxemia in 
women with. hypertension is high.’’ 

The frequent occurrence of hypertension due 
to all causes or any cause cannot be ignored. 
This group of women present blood pressure 
readings above the normal range. <And, just as 
in the prenatal state, the blood pressure is a 
more important sign than albuminuria. Fur- 





brought to the hospital when the emergency was 
already present. 


thermore they have symptoms indicative of ear- 
diae, circulatory, and renal disorder unaccoun- 
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ted for in any other way. 67% of Harris’ group 
showed chronic nephritis one year after pre- 
eclamptic toxemia. 

Adopting the criterion of Herrick and Corwin 
of a systolic blood pressure of 140 as evidence of 
hyptertension, 65% of my eases fall in the hy- 
pertensive group. The average age of these 
women is 40.2 years. The symptoms complained 
of are dyspnoea and palpitation on slight exer- 
tion, dizziness, nycturia and in two with systolic 
pressures above 200, anginal pains. The objec- 
tive signs of displaced heart apex, accentuated 
aortic second sound, palpable peripheral arteries 
and abnormally high systolic readings occurred 
in all patients who presented themselves for 
symptoms and in another group who were en- 
tirely unaware of any change from normal well- 
being. One patient has in addition severe retinal 
changes. One other patient who has been blind 
in two successive pregnancies, and those with 
systolic readings above 200 mm., show tortuosity 
of the retinal vessels. Renal change was promi- 
nent in ten with low specific gravity figures, 
occasional albuminuria low P. 8. T., excretion 
and poor water excretion. 


The factor of elapsed time since the toxic 
pregnancy is evidently of some importance in 
these cases though it is by no means constant. 
One patient prematurely delivered for toxemia 
in March, 1927, has. at every observation shown 
a systolic reading above 160. One patient de- 
livered by Caesarean Section in 1921, under con- 
stant supervision has never shown normal blood 
pressure figure. One patient who had eclampsia 
in her fourteenth, fifteenth and sixteenth preg- 
nancies has had hypertensive disturbance since 
the earlier event. This is contrary to the usual 
experience of a return of the blood pressure to 
normal within three weeks, coincidently with 
improvement in the renal and general condition. 

In the cases reported by Herrick and Corwin 
over 40% showed higher readings in subsequent 
pregnancies. I cannot present accurate data on 
this point, though in my series, subsequent 
pregnancies were characterized by a more severe 
type of toxemia, which showed itself at an 
earlier period of gestation. 

It is impossible to tell in advance which pa- 
tient will have a serious complication in preg- 
nancy. Not even the history of a nephritis, and 
a serious one, at that, will always lead to difficul- 
ties. It is not safe to predict the events of the 
next pregnancy. Many primiparae have had 
toxie pregnancy, and followed immediately with 
a second uneventful childbirth, leading to a more 
or less accepted rule, that eclampsia gives the 
individual a sort of immunity. 

In connection with the belief that all these 
patients who show after-effects, probably have 
an underlying nephritis I can cite but one case 
who is placed in this series because of hypereme- 
sis in her first pregnancy. 


R. P. At seventeen years had diphtheria in 1904 
followed by subacute nephritis with edema, anemia, 








albuminuria reaching severe form in 1906. In 1907 
all traces of this disease had disappeared. She mar- 
ried and gave birth to three children in 1909, 1912 
and 1916 respectively with perfectly normal pregnan- 
cies. Now at the age of forty she is in perfect health 
with no signs of cardiac vascular change, and appar- 
ently normal renal function. ; 


In the past and even in modern textbooks the 
statement is made and it has been assumed that 
‘‘a pre-existent renal lesion, probably aggra- 
vated by the toxemia but in its origin inde- 
pendent of it, therefore continuing its course 
after delivery’’ would account for those eases 
whose condition never became normal. This as- 
sumption is attacked by Spalding, Shevky and 
Addis, who have shown that the renal lesion is 
a continuation of altered function which begins 
in uncomplicated pregnancy toxemia, making 
the nephrosis important not before but after 
delivery, from failure of the lesion to heal. 


Not one of my patients who had severe tox- 
emia gave a history of previous disease even re- 
motely suggesting a nephritis. 

Litzenberg, in discussion of Spalding’s paper 
stresses the point that women who are delivered 
apparently in time to save the kidneys neverthe- 
less are left with permanently damaged organs. 
Contrary to these opinions Zondick and Jakobo- 
vitz found in examining women one to seven 
years after delivery slight evidence of estab- 
lished damage. 

Heitz feels that it is prudent to watch these 
women, especially for high blood pressure, for 
ten or fiftteen vears. A permanent hyperten- 
sion, with albumin and signs of renal insuffi- 
ciency are not infrequently encountered. Women 
who have survived an attack of eclampsia are 
subject to crises of severe hypertension which 
appear suddenly. One ease of this type occurred 
in my series. . 

Harris, in a careful survey of 111 patients, at 
the end of one year after delivery, reported the 
following findings as to patients with nephritis 
following : 

Eeclampsia three out of 24. 

Pre-eclamptie toxemia 33 out of 55. 

Nephritie toxemia with or without convulsions 

30 out of 30. 

His findings indicate that the late effects of 
eclampsia and particularly pre-eclamptie tox- 
emia are more severe than are generally sup- 
posed. There is no justification for assuring 
those who have suffered from eclampsia or pre- 
eclamptic toxemia that they may face future 
pregnancies without fear of toxemic complica- 
tions. 

In the present study, time has not shown that 
the life of any patient has been shortened or that 
serious handicap has occurred but the fact re- 
mains that a considerable number have symp- 
toms leading a careful observer to predict that 
the expectation of life must be less than that of 
women who have not suffered such a strain on 
the cardio-vascular renal system. If the later 
developments are evidence of the manner in 
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which certain women react to the burden of 
childbearing, measures to prevent repetition of 
pregnaney are obviously justified. 

’ Women who have toxemia react possibly as 
they do to the wear and tear of life. Any woman 
who has had it deserves and should have pro- 
longed observation and prophylactic instruction 
to prevent what may prove to be a gradually 
progressive serious condition. 


It has not been shown that even expert pre- 
natal supervision will prevent dangerous toxemia 
in succeeding pregnancies. 


In this present study the incidence of reeur- 
rence of toxemia, nearly 50% is out of all pro- 
portion to the usual figure of 1.5% (Duhrssen, 
quoted by DeLee) and even of the percentage of 
Williams and dePage, of one in five (quoted by 
Wesselow and Wyatt). 


The length of time toxemia symptoms have 
persisted before delivery apparently bears no 
relationship to future events. In some of the 
eases showing most persistent hypertensive con- 
ditions toxic symptoms developed with discon- 
certing rapidity. It is impossible to differenti- 
ate between the cases of toxemia which will and 
will not develop the hypertensive syndrome. 


In these days it is not unusual to speculate in 
the explanation of obscure situations, upon the 
influence of endocrine in balance as a possible 
etiological factor. The present discussion is not 
free from this thought. Many of these women 
both during and after pregnancy do present stig- 
mata of thyroid and possibly ovarian dysfunce- 
tion. Many of the same women will in the late 
thirties and early forties show still more of the 
same suggestive signs, rapid increase in weight, 
slow pulse, menstrual irregularities, dry skin, 
easy fatigability and pigmentation of the skin 
with their hypertension. But how much of this 
change may be due to the underlying cause can 
be a matter of conjecture only. The fact that 
improvement in well-being follows the use of 
thyroid extract is worth noting. 


CONCLUSIONS 


1. Toxie pregnancy in a considerable pro- 
portion of cases leaves significant after-effects, 
frequently occurring at a time considerably dis- 
tant from the acute events. 


2. These women demand eareful attention in 
the vears following their complications. 


3. Those in the group comprising types 
which have not a complete return to normal 
health following toxic pregnancy should prob- 
ably not, except for good reason, risk future 
childbearing. 


4. The reaction of certain women to preg- 
nancy is such that the future may necessitate a 
change in the indications for the interruption of 
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DIscussIon 


A. W. Mircreui, M.D., Epping: The hour 
is late and the time is short so I shall take but a 
minute in discussion of Dr. Clow’s most exeel- 
lent paper for there seems little to add to it and 
nothing to subtract therefrom. 

We are indebted to the Doctor for bringing 
to us today new data and suggestions relating 
to a very old subject in a very important branch 
of our profession. 

No more serious and sacred duty rests upon 
us as physicians than that, like the faithful pilot, 
of guiding the expectant mother through the 
always more or less dangerous journey incident 
to pregnancy, delivery and recovery. 

This is the most important and serious part of 
a woman’s life voyage and however pleasant the 
weather may be it is fraught with real and po- 
tential dangers. 

After its completion she is practically never 
the same and whether for better or worse largely 
may depend on our care, attention and foresight. 


‘*Foresight’’ is a happy word in this connec- 
tion because it means seeing the dangers before 
they are encountered with a far better chance 
of avoiding them. 

If we may guide her frail craft safely through 
the strait and into a safe harbor we may thank 
a kind Providence and feel a generous reward in 
the satisfaction of duty well done. 


JAMES J. BuckiEy, M.D., Dover: I find that 
most women who suffer during pregnancy suffer 
from disturbance of their kidney function. Ev- 
ery pregnant woman should have her urine ex- 
amined every month in the first half of preg- 
nancy and every two weeks in the later half. In 
some cases the kidneys function properly until 
the later months and then suddenly break down. 
I think most physicians should make examination 
of the urine during pregnancy. A great many 
times we will examine the urine and find it all 
right; and a great many times we find it not at 
all right. The thing I wanted to state is, and 
impress the fact, that it is especially essential to 
examine the urine every two weeks. 


F. P. Scripner, M.D., Manchester: Just one 
point as to the diagnosis,—I think the blood 





pregnancy for the sake of mothers constitution- 
ally unfit to bear the strain of gestation. 


pressure readings are of great importance as you 
will find evidence of trouble by means of blood 
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pressure sooner than you will in examination of 
the urine. Every time I find the blood pressure 
over 130 I watch the patient more carefully. 

D. E. Suuuivan, M.D., Concord: It seems to 
me that one of the most important things about 
this paper is the consideration of the methods 
whereby you would anticipate any after-effects of 
toxemia. I think it has been fully recognized that 
in years past women during pregnancy have 
been sadly neglected. Some of us who have 
practiced medicine for years remember that the 
first knowledge we had a woman was pregnant 
was when we were called to attend her in actual 
confinement. That, thank God, is a thing of the 
past. Now we have them apply very early, when 
they have a suggestion of pregnancy, so they are 
under observation closer than ever before. That 
is one of the most important things, as I have 
said, and we should bear it in mind in discussing 
this paper. In uremia I think the expectant 
treatment shows better results, in regard to mor- 
tality, than the active interruption and forced 
delivery by forceps or version. The most pleas- 
ing thing nowadays to me is the prompt attend- 
ance of expectant mothers, with the confidence 
that we are trying to care for them and advise 
them. 


Frep E. Crow, M.D., Wolfeboro: In the mat- 
ter of the treatment of hyperemesis of preg- 
nancy each patient is a law unto herself. I can- 
not adopt the point of. view of a recent paper in 
the Journal of the American Medical Association 
where the author postulates that the condition 
is entirely due to psychic influences. The inter- 
ruption of pregnancy should be done advisedly 
because many of these women are relieved by 
relatively simple measures. 

Regarding the after-effects of toxemia of preg- 
nancy I cannot say that in my group any 
woman’s life has been shortened, but I do know 
that some women are in a damaged condition as 
a result of their experience. I certainly agree 
with Dr. Scribner as to the great value of blood 
pressure measurements as compared with de- 
pendence on urinalysis alone. The blood pres- 
sure elevation occurs before the changes in the 
urine. 

————— = ———__— 


MEETINGS 





The Strafford County Medical Society held a regu- 
lar meeting in Dover, N. H., November 17, 1927. 
An interesting paper was given by Dr. J. A. Hunter, 
entitled “Pathological Points of Interest About Eyes, 
Ears, Nose and Throat.” Another paper, “Ununited 
Fractiures—The Use of Massive Bone Grait,” Was 
presented by Dr. P. N. Jepson of Boston, Mass. The 
State President, Dr. Emery M. Fitch of Claremont, 
N. H., spoke on “Physicians’ Liability Insurance.” 
This paper was fully discussed and a committee ap- 
pointed to consider the matter. 

Under new business the following nominations 
were made: 


Secretary-Treasurer, Dr. J. J. Buckley, Dover, N. H. 
Auditor, Dr. J. C. Lawlor, Dover, N. H. 

Censor, Dr. T. J. Morrison of Somersworth, N. H. 
Delegates, Dr. Lawlor, Dover, N. H.; Dr. Stokes, 


Rochester, N. H. 


Alternates, Dr. Buckley, Dover, N. H.; Dr. Bennett, 


Dover, N. H. 


These nominations will be acted upon at the Janu- 


ary meeting. 


The present officers of the Strafford County Medical 
Society are: 
President, J. A. Hunter, Dover, N. H. 
Vice-President, J. J. Morin, Rochester, N. H. 
Secretary and Treasurer, J. J. Buckley, Dover, N. H. 
Auditor, J. C. Lawlor, Dover, N. H. 
Delegates, Dr. Stokes, Rochester, N. H.; Dr. Batch- 
elder, Dover, N. H. 

Dr. J. J. Buckiey, Secretary. 
Dover, N. H. 





The annual meeting of the Hillsborough County 
Medical Association was held at the Nashua Country 
Club Tuesday, April the 3rd, 1928. An interesting 
program was arranged. Previous to this a business 
meeting including the annual election of officers and 
delegates was conducted. 

D. G. SmitrH, M.D., Secretary. 





The regular meeting of the Cheshire County Medi- 
cal Society was held at Keene, N. H., November 18, 
1927. During the business section a motion was made 
and unanimously adopted expressing the displeasure 
of the Society’ to the State Board of Registration in 
Medicine for reinstating Dr. W. M. Robb as a practi- 
tioner of medicine in New Hampshire. Another mo- 
tion was made and carried instructing the Cheshire 
County delegates to vote for the Maine Defense plan 
for physicians. Dr. Emery Fitch of Claremont, N. H., 
President of the New Hampshire State Medical Soci- 
ety, addressed the meeting on different subjects con- 
cerning the welfare of the Medical Profession. 

Under Program: Dr. Chester Jones of Boston, 
Mass., gave a very interesting and instructive talk 
on “Referred Pain in Gastro-Intestinal Disorders”. 
The meeting was well attended. 

A. A. PrattTe, M.D., 
Secretary Cheshire County Medical Society. 





NEWS ITEMS 


Dr. Elizabeth Reed, formerly of St. Louis, Mo., 
specialist in Children’s Diseases, has just opened an 
office at 23 West Street, Keene, N. H. 

Dr. Edward O. Otis of 475 Commonweaith Avenue, 
Boston, Mass., formerly of Exeter, N. H., completed 
last year, with Mrs. Otis, a trip around the world. 
Dr. Otis, while a resident of New Hampshire, was 
the first to receive the Pray & Burnham Essay prize 
in New Hampshire in 1897. The subject was “Causes 
and Conditions of Pulmonary Tuberculosis and How 
to Avoid Them.” 

Dr. G. L. Laton has removed from Salem Depot to 
Los Angeles, Calif. 

Dr. D. E. Wade of Salem Depot, N. H., has recently 
demised. 

The following towns of Rockingham County, N. H., 
are in need of physicians: Newfields, Stratham, Deer- 
field, Northwood, Fremont, North Hamrton, Kensing- 








President, Dr. J. J. Morin of Rochester, N. H. 
Vice-President, Dr. J. G. Sweeney of Dover, N. H. 


ton, Raymond. 
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The following towns have one physician and would 
welcome another: Epping, Kingston, Londonderry, 
New Market, Candia. Each of these towns offers a 
splendid opportunity for a young, well-trained, pro- 
gressive physician. 

JOHN W. KNOWLTON, M.D., 
Secretary-Treasurer Rockingham County 
Medical Society. 





MISCELLANY 


HEALTH CONDITIONS IN NEW HAMPSHIRE 


Dr. Charles Duncan, Secretary of the New Hamp- 
shire Board of Health reported in February that 
health conditions in that State were generally good 
except for the prevalence of hard colds with some 
influenza complications and that more cases of 
diphtheria had been reported this winter with five 
deaths. 

Dr. Duncan deplored the unnecessary deaths due 
to diphtheria which he felt were the result of fail- 
ure to call the physician early, that is as soon as 
a child complained of a sore throat. Scarlet fever 
had been more prevalent but without fatal results. 








OBITUARIES 





Dr. George H. Guptill died at his home, Raymond, 
N. H., December 14th, 1927. Dr. Guptill was born 
September 5th, 1864. He graduated from Bowdoin 
Medical School 1888 and was licensed to practice in 
New Hampshire the same year. 

He became a member of the Rockingham Medical 
Society in 1897 and was one of its censors at the 
time of his death. 

He was decisive in his opinon but always open to 
conviction and sympathetic in his character. His 
general attitude toward the public affairs was help- 
ful and genial. He was admired by his profession 
and loved by every one. 

The last few years of his life were handicapped 
by a cerebral hemorrhage from which he recovered 
sufficiently to answer calls. The morning of his 
death, after responding to a call, he returned home, 
and while resting in a chair, suddenly without ap- 
parent distress his spirit departed. 

His genuine rugged personality, his hearty greet- 
ings, his frank disapproval in discussion of anything 
in which he did not agree will be greatly missed by 
the Medical Society. 

Funeral services were held at his late home in 
Raymond, December 19, and were attended by rep- 
resentatives from the State and County Medical Soci- 
eties as well as a host of lay friends from the com- 
munity which he had served long and faithfully. 
The final service was performed by the Masonic fra- 
ternity and under their escort his body was removed 
to the cemetery. 

He died as he had lived, “A servant to humanity.” 
No man can do more. 

L. R. Hazzarp, M.D., Necrologist. 





SETH W. JONES 


Dr. Seth W. Jones of Portsmouth, N. H., died at 
his winter home in St. Petersburg, Fla., after an ill- 





a 
ness of five months. He had been confined to bed 
since November 26, 1926, with diabetes complications 
and tuberculosis. He formerly lived in Franklin, 
N. H. 


Dr. Jones was a member of the New Hampshire 
Legislature from 1911 to 1913 and Mayor of Franklin 
the same years. At his bedside when he died were 
his wife and son. Burial will be in Concord, N, 9 
Dr. Jones was born June 23, 1864. 





IN APPRECIATION 


He was a friend, his neighbors say— 

A friend to all the world. 

What greater tribute can one pay 

To those who pass along life’s way 

Than this? 

Through joy and sorrow, night and day, 
He loved his fellow-men; 

And, when life’s burdens down he lay, 
’Twas then, men recognized this friend 
And wondered, why, through all the years, 
Down through the mist of smiles and tears 
There had not more been done for him. 


Since his familiar voice was still 

They found his place was hard to fill; 
They found a lonesomeness around. 
And somehow things were diff’rent now 
Since he was gone; 

They missed his kindliness along 

The way. 

And then somehow they seemed to know 
The thing that long and long ago 

They should have known. 

They recognized in him a flame 

That makes for everlasting fame, 

And, lo, when he was gone, his name 
Was made. 


How often, often this is so 
As down along through life we go; 
The simple friend, who, every day, 
Makes light the load and smooth the way, 
Himself the heavier burdens take 
And gives himself for friendship sake, 
Through all his living, earthly days 
Has garner’d scarce a word of praise, 
Must live his life and pass away 
Before his friends and neighbors say— 
He was indeed a friend! 
By Jonn F. Hommes. 


—- —-— - 


ANOTHER LIFE SACRIFICED DURING 
SCIENTIFIC INVESTIGATION 


A. Leroy Kirlee, an assistant bacteriologist in the 
United States Public Health Service, contracted 
Rocky Mountain spotted fever while engaged in re- 
search work on this disease at the Laboratory at 
Hamilton, Montana. He died February 25 ult. This 
is the fourth death among workers engaged in study- 
ing this disease. The other victims were Dr. T. B. 
McClintic in 1912, G. H. Cowan in 1924 and N. E. 
Gettinger in 1922. This disease is highly infectious. 


Mr. Kirlee graduated from the Montana State Col- 
lege in June, 1927. 
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ANTE-MORTEM AND POST-MORTEM RECORDS AS USED IN 
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Epitep By R. C. Casor, M.D. 


F. M. PAINTER, A.B., ASSISTANT EDITOR 





CASE 14071 


PAINLESS JAUNDICE AND ASCITES AT 
EIGHTY-TWO 


MepicaLt DEPARTMENT 


A man of eighty-two entered a hospital May 
22 complaining of a painful sore on the heel of 
eleven months’ duration. 

His past history is negative. 
been well. 

His mother died of heart trouble. 

Clinical examination showed a fairly well de- 
veloped old man with dry and markedly jaun- 
diced skin and jaundiced sclerae. Lungs nor- 
mal. Heart borders: left 8.5 centimeters from 
midsternum, right 2 centimeters. Rhythm ir- 
regular, with an occasional premature contrac- 
tion. No murmurs. Artery walls markedly 
thickened. Blood pressure 150/88. Abdomen 
normal. A few internal hemorrhoids. Genitals, 
pupils and reflexes normal. On the left heel a 
gangrenous area. The great toe also showed be- 
ginning gangrene. 

The patient grew gradually weaker. He was 
confused and very untidy at times, and became 
incontinent. Je continued in about the same 
condition from July until October 7, when he 
was discharged. 

December 17 he reéntered with a temperature 
of 103°, pulse 110, and a great many rales at 
both bases. The abdomen was distended. There 
was marked jaundice. He complained of no pain. 

Urine negative except for a trace of albumin 
at one of six examinations. (Bile test not re- 
corded. ) 

Temperature after the first day 96.6° to 101°. 
Pulse 58 to 125. Respirations 10 to 29. 

During the first week the general condition 
improved until the patient was able to sit up in 
a chair. He had prolapse of the rectum on five 
oceasions between December 23 and January 5, 
at first replaced without difficulty, but later ac- 
companied by more and more bleeding. He had 
increasing cough, and was incontinent. January 
3 the prolapse was tremendous and the bleeding 
profuse, requiring cautery before replacement. 
The abdomen was distended. 

That day colostomy was done to relieve the 
rectal condition. At operation a large amount of 
ascitic fluid was found in the abdomen. Next 
day it was found that in coughing the patient 
had torn stitches free and had a hernia of about 


He had always 








two feet of small intestine. A heavy retaining 
pack was put in place. The colostomy worked 
well. The patient grew very weak and had severe 
cough. January 12 the temperature was 100°, 
the pulse 104. That day the patient died. 


Discussion 
BY RICHARD C. CABOT, M.D. 
NOTES ON THE PHYSICAL EXAMINATION 


Can we in any way join these apparently very 
different complaints, that which causes jaundice 
and that which causes gangrene in an extremity ? 


DIFFERENTIAL DIAGNOSIS 


What do we know about this case? We know 
he had ascites, jaundice, was eighty-two, that he 
had some difficulties at the end which [ think 
need not detain us much,—the rectal prolapse 
and the various things that followed it. 1 do 
not think they had much to do with the outcome. 
We have to account for the jaundice and the 
ascites. You notice that there is very little said 
about pain. There is no good evidence of local 
trouble like gall-stones or malignant disease caus- 
ing pain. He was not tapped, so that we did not 
have a first rate chance to examine the abdomen. 
He may have had some mass palpable there. 

He has a somewhat incompetent heart, but I 
should not judge that that is enough to account 
for the ascites. We do not hear of edema else- 
where. We do not hear of dyspnea. I should 
judge that though his heart does not seem very 
strong it would not account for the ascites. His 
urine is negative except for whatever bile he 
may have had, so I do not see how we ean ex- 
pect nephritie ascites. Tuberculous peritonitis 
at his age would be extraordinarily improbable. 
They had a chance to take a good look in the ab- 
domen and they did not see any tuberculosis. 
We are left with the possibility of malignant dis- 
ease or some form of cirrhosis. In the absence of 
any pain or mass I should say that we are facing 
the alternative between alcoholic cirrhosis and 
toxic hepatitis. 

What else ought we to consider? Perhaps 
toxemic jaundice. That would not account for 
the ascites, but that might be accounted for in 
some other way. He had some fever. We do not 
know about the leukocytes. He did not have 
chills so far as I know. On the evidence we have 
not much basis for a diagnosis of toxemic jaun- 
dice. Jt is more probable, especially when we 
think of the ascites, that this is an obstructive 
jaundice from one of the same two causes which 
I considered before. I have the impression.—I 
do not know whether I am wrong or not,—that 
the toxie type of cirrhosis occurs in younger peo- 
ple in the great majority of cases. I do not re- 
member any cases at this age. A great many 
do occur in younger people. We are not told 
of his being tapped often. If he was we do not 
know it. Most eases of alcoholic cirrhosis have 
to be tapped many times. But in this ease jaun- 
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dice seems to be more prominent than portal 
stasis. : 

Could the whole thing be gall-stones without 
pain? That would not account for the ascites. 
Gall-stones never cause ascites, and he certainly 
had it. We might say he has a heart weak enough 
to give ascites and gall-stones to cause the jaun- 
dice. That is possible but not likely. 

We do not know what became of that great 
toe. There is nothing said about it at the end. 
We have to take it that it healed or it would 
have been mentioned more in detail. There is 
no evidence of its having anything to do with his 
death. 

A Stupent: Could it be syphilis of the liver? 

Dr. Canot: The diagnosis has to be made so 
far as I know on the evidence of syphilis plus 
evidence of a grossly irregular almost frag- 
mented liver. But I never knew syphilis of the 
liver to kill anybody. I have known that in a 
large number of cases it has been found with 
something else. 

A StupENT: Would vou consider carcinoma 
of the rectum with metastases to the liver? 

Dr. Casot: They had a good chance to get 
at it, and as they did not find it I do not believe 
it was there. 

Cancer of the prostate with metastases to the 
liver? Of course one expects to feel something 
in the liver under those conditions, but I do not 
see how one is going to rule out the possibility of 
prostatic cancer, one of the silent cancers with 
metastases to the liver and resulting jaundice 
and ascites. 

A Srupent: How do you account for the 
gangrene of the feet? Wouldn’t syphilis ex- 
plain that? 

Dr. CaBot: Gangrene in old people without 
sugar in the urine is ordinarily due to arterio- 
sclerosis. 

A Stupent: Do you think the hernia could 
have anything to do with metastases from malig- 
nancy of the intestine? 

Dr. Casot: No; the stitches gave way and 
the intestines proceeded to come out. That was 
a local complication with no bearing on the 
diagnosis. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD ) 


Carcinoma of small intestine with metastasis 
to the liver. 
Prolapse of the rectum. 


DR. RICHARD C. CABOT’S DIAGNOSIS 
Toxic hepatitis. 
ANATOMIC DIAGNOSIS 
Infectious cirrhosis of the liver. 


Dr. Tracy B. Matuory: The only material I 
have on this case is a small piece of liver which 
was sent in to me; but it is one of the most in- 
teresting ones that I have seen. In spite of the 
fact that the case is quite undiagnosticable clin- 








ically we have used it. The liver was found to 
be small, somewhat granular, increased in eop. 
sistency and bile stained. From the small piece 
that I saw I was not able to add anything to that 
gross description. Microscopic examination 
showed in the bile ducts very marked lesions of 
two types. In the larger bile passages there wag 
an acute cholangitis with dilatation and a great 
many polymorphonuclears. The smaller ducts 
showed a tremendous degree of proliferation, 
with considerable necrosis of the liver cells at 
the periphery of the lobules, and with polymor-. 
phonuclear infiltration between the bile-duets 
and the remaining liver-cells. That is without 
any question the picture of an infectious type of 
cirrhosis of the liver. The process however is 
still more complicated. Infectious cirrhosis is a 
rare disease in itself. The great majority of 
reported cases have been in young people, usual. 
ly under thirty, and classically the liver is hy- 
pertrophied rather than atrophic. This liver 
shows: a second lesion, and that is the presence 
of large amounts of hemosiderin and non-iron 
reacting pigment, presumably hemofuscin. So 
we must also make a diagnosis of a relatively 
mild degree of hemochromatosis, which is pre- 
sumably chiefly responsible for the atrophic size 
of the liver. The infectious element was added 
at a later stage, but must have persisted a num- 
ber of months, perhaps years. It undoubtedly is 
the immediate cause of death. 


It might be worth while to summarize the his- 
tory of another case of infectious cirrhosis veri- 
fied by biopsy of the liver on the following day. 
The second case was a woman of thirty-six, mar- 
ried, with a history of obscure onset of illness 
four months before the date of operation. The 
symptoms consisted only of lassitude, tiredness 
and vague indigestion. Two months after that 
she began to become jaundiced and also had 
fever. The jaundice increased progressively. 
The urine was not bile stained. The stools were 


|never clay colored. The liver increased pre 


gressively in size. The white count just before 
operation was 40,000 with a relatively high 
number of polymorphonuclears, otherwise there 
was no abnormal differential count. The left 
lobe of the liver seemed to be hypertrophied con- 
siderably out of proportion to the right, and on 
that basis a diagnosis of abscess of the liver was 
made and an exploratory operation was done. 
The liver was probed and no abscess was found. 
It was found to be hypertrophied, with a diffuse 
sclerosis, and the microscopic picture again is 
one of cholangitis, proliferation of the smaller 
bile ducts, and fibroblasts, necrosis of the liver 
cells at the ‘periphery of the lobules, but no de- 
struction of the general liver structure. This 
case runs as close to a typical Hanot’s cirrhosis 
as one often sees except, perhaps, for its acute- 
ness. In Hanot’s article on the disease named 
after him you will find histories very closely 
paralleling this. 
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Dr. Casot: Did anybody make the diagnosis 
in this case? 

Dr. Mauuory: No, sir. An exploratory oper- 
ation was done on the basis of a suspected liver 
abscess and a small specimen of liver removed 
for biopsy. On examination we were then able to 
make the diagnosis. The patient died a month 
later, but no post-mortem examination was ob- 


tained. 





CASE 14072 


UPPER ABDOMINAL PAIN FOLLOWING 
MULTIPLE LAPAROTOMIES 


SurGIcAL DEPARTMENT 


First admission. A married woman thirty-five 
years old entered September 9, five and a half 
months before her last admission, complaining of 
chronic nervousness, indigestion, acute epigas- 
trie pain and vomiting for four days. 

Thirteen years before admission she had a 
eesarian section for placenta previa. Fourteen 
months later she had an operation for extra- 
uterine pregnancy. Ten years before admission 
she had the uterus, tubes and one ovary removed. 
A fibroid of the uterus and a cyst of the ovary 
were found. Six years before admission a hard 
lump appeared at the site of the last incision, 
and a year later she was operated on for fibroid 
tumor. Soon after this operation she developed 
varicose veins in the left leg, which grew worse 
until ten months before admission they were op- 
erated upon and a ventral hernia repaired. With 
each operation she had become more and more 
‘‘nervous.’? She worried over the slightest 
things. For a year and a half she had had al- 
most daily periods of weakness, trembling, 
‘‘tightness’’ in the throat, gas on the stomach 
and heartburn coming on immediately after 
meals, lasting from two to eight hours and re- 
lieved by food, not by soda. She had occasional 
shooting pains all over her body. She had at- 
tacks of epigastric pain. During an attack her 
throat was so tight that she could not eat. Hight 
times since the onset of these attacks she had 
had injections in the arm which often caused 
vomiting and always made her quiet. Septem- 
ber 5 she felt nauseated and vomited. The fol- 
lowing moérning she began to have pain in the ep- 
igastrium which became steadily worse. In the 
evening a physician gave a grain of morphia sub- 
cutaneously with no relief. September 7 the pain 
was somewhat better. That day she vomited two 
basinfuls of clear watery tasteless material. The 
night of September 8 she vomited all at one time 
a basinful of green bitter material and was for 
the first time really relieved. The day of ad- 
mission she was able to retain a little coffee and 
gruel and felt much better. For the past four or 
five days her bowels had been somewhat consti- 
pated. 

One brother died of tuberculosis. 


The same year she had ‘‘ptomain poisoning’’,— 
swelling of the face, neck and upper chest with 
no other symptoms. She had rare headaches. 
She occasionally took aleohol. For several years 
she had urinated once at night. She thought she 
had lost five or ten pounds during the present 
illness. 

Clinical examination showed an obese woman 
with evidence of some recent loss of weight, 
moderately ill but in no pain. The skin of the 
back and sacrum showed deep red maculopa- 
pules. Tongue dry. Sclerae slightly injected. 
Heart slightly enlarged to the left. Aortic sec- 
ond sound snapping but not loud. Blood pres- 
sure 150/115 to 115/68. A low median abdom- 
inal sear. Spasm in the right lower quadrant. 
Sharply localized tenderness just above and to 
the right of the umbilicus. Rectal mucosa thick- 
ened. External hemorrhoids. Pelvic examina- 
tion showed the cervix slightly granular, muco- 
purulent discharge, fundus not felt, left vault 
slightly fuller than right. Left pupil greater 
than right, both dilated, reactions normal. Fundi 
and reflexes normal. 

Sugar and diacetie acid in the first of three 
specimens of urine; otherwise urine not remark- 
able. Renal function 45 per cent. Blood normal. 
Wassermann negative. Icteric index 8. Blood 
sugar 81 milligrams. 

X-ray examination with a barium meal, a 
barium enema and a Graham test showed no evi- 
dence of organie disease. 

For the first two days temperature 99.5° to 
101.1°, rectal, pulse 115 to 96. Afterwards tem- 
perature 97.1° to 99.8°, pulse 70 to 100. Res- 
pirations normal throughout. 

September 20 the patient was discharged with 
a diagnosis of constipation, abdominal adhesions 
and psychoneurosis. 

History of interval. After her discharge she 
felt much better and remained free of symptoms 
on a low residue diet. October 17 before ‘break- 
fast she had an attack of nausea and vomiting of 
bile stained material followed by sharp epigas- 
trie pain which radiated straight through to the 
back and toward the heart. Morphia did not re- 
lieve the pain or vomiting. For the next three 
days her epigastrium remained sore. She had 
hourly exacerbations of the pain which made her 
sweat, and vomited whenever she moved in bed. 
Deep inspiration caused the pain to shoot 
through to the back between the shoulders. She 
belehed much gas. She took nothing by mouth 
except sips of water. Enemas brought fairly 
good stools. 

Second admission, October 20, a month after 
her discharge. 

On clinical examination she was very nervous. 
A red papular eruption over the face and back. 
Slight tenderness in the epigastrium but no 
spasm. No tenderness or spasm over the gall- 
bladder area. Pelvic examination showed a free- 
ly movable non-tender mass in the left vault, 
probably the ovary. Left pupil reacted to light, 





At eighteen she had malaria for one summer. 


right much more sluggish. 
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Urine not remarkable. Blood not recorded. 
Ieteric index 5. 

At admission temperature 105°, pulse 102. 
After October 22 temperature and pulse not re- 
markable. 

Except for an attack of pain the night of Oc- 
tober 22 the patient was very comfortable in the 
ward. A medical consultant was unable to class- 
ify the attack as due to nervousness and could 
feel nothing in the abdomen. The patient re- 
fused operation. October 26 she was discharged 
with orders again for a low roughage diet. 

History of interval. After leaving the hospi- 
tal she felt on the whole better, was less nervous 
and was able to do her work. Late in December 
she had a sudden onset of sharp right upper 
quadrant pain with similar but less severe pain 
in the epigastrium and the left upper quadrant, 
non-radiating, accompanied by nausea and belch- 
ing, followed by vomiting and relieved only by a 
hypodermic. She had a temperature of 102° 
and cold sweats. She was in bed for seven days 
with tenderness in the right upper quadrant and 
weakness. Her stools became light brown but 
not clay colored. There was a blotchy eruption 
of the face and back for several weeks. During 
the next month she had two similar attacks and 
February 24 a fourth attack, this time with no 
nausea, vomiting or belching, but with a reap- 
pearance of the skin eruption. The pain lasted 
thirty-six hours. Then there was some spontan- 
eous relief. While it continued she could not lie 
on her side. 

Third admission, February 26, four months 
after her discharge. 

Clinical examination showed a severe acne- 
form eruption over the face and back. Slhght 
spasm of the upper right rectus muscle with one 
point of localized tenderness to deep pressure in 
the right upper quadrant. Very slight tender- 
ness in the left lower quadrant. Old abdominal 
sear not tender; no herniae. Costovertebral ten- 
derness on both sides, especially on the right. 
Pelvie examination: the cervix was caught high 
up to the abdominal wall. 

Urine at entrance showed diacetie acid and a 
slight trace of albumin. Sediment: 2 leukocytes 
and 5 red blood corpuscles per field, granular 
easts. Another pre-operative specimen negative. 
No bile. At admission leukocyte count nor- 
mal. Icterice index 3. 

A Graham test showed the gall-bladder some- 
what larger than usual, otherwise no marked evi- 
dence of disease. 

Before operation temperature normal, pulse 
113 to 73, respirations 29 to 20. 

March 1 operation was done. The patient com- 
plained a great deal of gas pain after it, but 
showed no distention. March 15 she was dis- 
charged considerably improved. 

April 7, three weeks later, she came to the Out- 
Patient Department complaining of attacks of 
sharp knife-like pain in the right upper quad- 
rant coming on suddenly without relation to 
food, time of day, ete., lasting five or ten min- 





a 
utes, more severe at night, waking her when ghe 
turned in bed. The area of localization was ten. 
der always. She had pain in the back of the 
head and almost continuous backache. Exam. 
ination showed a good scar, slight tenderness 
over the old scars. Otherwise the examination 
was negative. A diagnosis of adhesions was 
made. 


DISCUSSION 
BY EDWARD P. RICHARDSON, M.D. 


There have been several operations within a 
period of seven years or so, and it is noticeable 
that all of these operations were for gross path- 
ological change rather than, functional change, 
We have therefore a long series of operations for 
definite disorders followed by indefinite nervous 
disturbances, perhaps associated with her diges- 
tion but not particularly characteristic of this, 
Then as a third thing, possibly separate from her 
indefinite symptoms, attacks of epigastric pain. 

Her past history is not particularly suggestive. 

On the physical examination the most sugges- 
tive thing was spasm in the right lower quad- 
rant and sharply localized tenderness just above 
this. The pelvic examination, I should say, was 
not more than one might expect to find after her 
operations. 

The blood sugar shows that the urine sugar 
may be disregarded. 

The icteric index is a little high, and T think 
that fact should be noted in association with at- 
tacks of upper abdominal pain. 

The Graham test would be against diszase of 
the gall-bladder and would rather contradict the 
evidence of the slightly increased icteric index. 

There is no definite evidence of intra-abdom- 
inal disease in spite of these attacks of epigas- 
tric pain, but in view of her numerous and rath- 
er indefinite complaints she had the diagnosis of 
psychoneurosis tacked on to her. 

Dr. Casot: Would you make any other diag- 
nosis at this time, on this evidence? 

Dr. Ricuarpson: I think I should have re- 
served diagnosis and sent her out. . 

At her second entry the icteric index is Jower 
than at the time of her last admission. 

Again we have evidence of some organic trouble 
in her temperatuce, and we cannot believe 
the diagnosis of psychoneurosis is adequate. 

Apparently at this time, while no positive di- 
agnosis could be made, the impression of psycho- 
neurosis and nervousness was diminishing and 
the impression of some organic lesion was gain- 
ing. 

At the third admission the icteri¢ index is pro- 
gressively lower. There is still no definite evi- 
dence in regard to acute abdominal disease. It 
is obvious that the thing that was most in mind 
was the possibility of gall-bladder disease—at- 
tacks of colic due to stones impacted in the gall- 
bladder—but it gets no support from the Graham 
test and none from the icteric index. 
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Dr. GrorcE W. Hotes: I cannot see the gall- 
bladder in these X-ray plates. 

Dr. Ricuarpson: Then there is stronger evi- 
dence of biliary disease. It seemed more obvious 
that there was an organic cause for pain, and 
the most probable was biliary disease, presuma- 
bly stones in the gall-bladder causing repeated 
attacks of pain and perhaps occasionally block- 
ing the cystic duct and causing cholecytitis. Uleer 
might lead to acute pain like this from perfora- 
tion. But she would not have it periodically. 
The barium meal was negative. There is the 
possibility of pancreatitis, but there again we 
should have presumably one attack and not re- 
peated attacks like this. Another possibility is 
intestinal obstruction. In this if the obstruction 
is in the small intestine not infrequently the 
pain is referred to the epigastrium. For ob- 
struction is the association of vomiting with these 
attacks. Against it we have no definite evidence 
that she had obstruction of the bowel. In fact 
the history speaks of bowel movements during 
the course of these attacks of pain. 

Those would be the most prominent causes. We 
want to exclude the possibility of tabes, from the 
pupillary changes. I do not see the other re- 
flexes referred to here. The Wassermann was 
negative, but I suppose that might be the case 
in tabes. That, however, apparently was not 
considered very seriously, but it was felt that 
she had an organic cause for pain, and so she 
was explored, I imagine with the tentative diag- 
nosis of gall-stones and cholecystitis. 


PRE-OPERATIVE DIAGNOSIS 


Cholecystitis ? 
Reeurrent intestinal obstruction ? 


OPERATION 


Gas and ether. Incision through the right 
rectus muscle into the upper abdomen. The gall 
bladder was large, thin-walled and emptied with 
pressure. There were no gall-stones. The stom- 
ach, duodenum, pancreas and kidneys were neg- 
ative. Examination of the pelvis showed an 
ovarian cyst the size of a small orange arising 
from a rather long pedicle and freely movable. 
The small intestinal tract was overrun from 
above downward. It was free from adhesions 
everywhere except about two feet above the ileo- 
cecal valve. Here the small intestine was firmly 
adherent over an area one inch in diameter to 
the ovarian cyst. It seemed probable that the 
ovarian cyst, by changes in position, had kinked 
the intestine and had produced a type of obstruc- 
tion. The cyst was dissected from the intestine, 
tied off and removed. The raw surface was cov- 
ered with peritoneum. Closure without drain- 
age. 

PATHOLOGICAL REPORT 


A right ovary about the size of a hen’s egg 
containing multiple small cysts with smooth 
inner surfaces and filled with clear fluid. 

Hydrops folliculi. 





— 


FurTHER DIscussIOon 


Overrunning the small intestinal tract means 
passing the intestine actually through the fingers. 
We recognize a tumor or an inflammatory mass 
in exploring the abdomen because it is hard. If 
a lesion is soft, like normal intestine, we cannot 
recognize it by the sense of touch. Hence we 
very rarely find a Meckel’s diverticulum in the 
course of abdominal examination unless it is in- 
flamed. To be absolutely sure there was no le- 
sion in the gut the bowel was overrun. 

The findings, it seems to me, were an adequate 
cause for her symptoms. The eyst by its weight 
and by its change of position—at one time it 
was felt in the left pelvis—might easily rotate or 
kink the intestine. In acute intestinal obstruc- 
tion coming on intermittently we do not find 
changes in the intestine after a barium meal. 
Unless the meal is given when the intestine is ab- 
solutely obstructed the barium goes right by. 
Often the only chance we have of demonstrating 
acute recurrent obstruction by X-ray is by tak- 
ing films during the course of obstruction, which 
may show the intestine distended with gas. Oc- 
easionally that may give a clue to the part of 
bowel affected. Otherwise no studies that IT know 
ean exclude an intermittent intestinal obstrue- 
tion. 

She apparently had had many operations 
and still had an ovary. I note also that there 
was no statement whether the appendix was re- 
moved or not. I think undoubtedly it had been. 

My impression is that in operating on a young 
woman, if we have to sacrifice both tubes and 
perhaps the uterus, it is much better to save an 
ovary. It continues to function even in the ab- 
sence of the uterus, and even if it becomes evstic 
and produces symptoms later it is much better 
to have another operation in ten or fifteen years 
than it is to be deprived of that function in early 
adult life. So I would consider this fact that 
the ovary remains evidence of conservative treat- 
ment. <A long pedicle as a matter of fact is not 
infrequent, and sometimes we find an ovarian 
cyst above the pelvic brim in the true abdomen. 

There undoubtedly was a neurotic factor in 
this case, and the question is whether she is real- 
ly relieved of her pain or not. I hope the diag- 
nosis of adhesions was made in the hospital ree- 
ord and not told to her. That short pain of five 
or ten minutes associated with turning in bed 
might be due to readjustment and tension on the 
sear,—a thing to be noted but not a thing at that 
time to be attributed to some organic change 
within the abdomen. 

Dr. Casnot: You do not feel quite clear, do 
you, that the intestinal obstruction was the cause 
of her pain? 

Dr. Ricuarpson: I think I do. 

Dr. Canor: And that pain that she had three 
weeks after operation was what? 

Dr. RicHArpsoN. I think that was due to her 
sear, which is not infrequently sensitive. At 
times the muscle fibers are held in an abnormal 
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situation and after discharge from the hospital 
there is a process of readjustment. 


LATER NOTES ON THE HISTORY 


June 16, four months after her third dis- 
charge, the patient reported that she had had 
no abdominal pain since the last operation and 
felt well in that respect. For two weeks she had 
had some backache across the lumbar region 
shooting down the legs. Examination showed the 
sears in good condition, abdomen and pelvis in 
good position, no herniae. Motion was limited 
on forward bending. It was a question whether 
the backache was due to sacro-iliae disease or to 
an abdominal condition. 


FurTHER DISCUSSION 


Dr. Ricuarpson: She is apparently relieved 
of these acute attacks of pain, although the dura- 
tion of observation was not very long. 


It seems to me that her attacks of pain were 
explained by this rather unusual type of recur- 
rent intestinal obstruction. 


Dr. Casot: You spoke of the high tempera- 
ture as making it clear that she was not psycho- 
neurotic. Of course there are explanations that 
would make that perfectly consistent with psy- 
choneurosis, aren’t there? 


Dr. RicHarpson: Yes, there are. But if she 
produced a high temperature once she would be 
likely to do it again. 


Dr. Cazot: Why didn’t her gall-bladder show 
up any more? . 
Dr. Hommes: Perhaps it is not a good light. 


I rather think that the man who took it was right 
and my interpretation wrong, either because I 
have not got the right plates or the right light. 
I think we probably ought to take more plates of 
these acute conditions. If we had had an X-ray 
of her when she first came in it would very prob- 
ably have shown gas in the small intestine, and 
gas in that part of the bowel, particularly if 
there is distention with it, is pretty good evi- 
dence of obstruction. 


DIAGNOSIS, FIRST ADMISSION 


Constipation. 
Abdominal adhesicns. 
Psychoneurosis. 


DIAGNOSIS, SECOND ADMISSION 
Cholecystitis ? 


Psychoneurosis. 
Subacute intestinal obstruction ? 


DIAGNOSIS, THIRD ADMISSION 


Cyst (hydrops folliculi) of the right ovary. 
Intestinal obstruction. 


é a 
CHILD DIED AFTER NEGLECT 

A flagrant case of parental neglect is indicated. by 
the information on a diphtheria death record recently 
received in the office of the Connecticut State Depart- 
ment of Health. A little girl aged four became ill 
November 20, 1927. A physician was not called un- 
til November 24, or four days after the beginning 
of illness. Noting the condition of the child the 
physician advised hospital care or the administration 
of diphtheria antitoxin at home. The parents re. 
fused both methods of treatment and discharged the 
doctor. 

A few days later on November 26, another physj- 
cian was called. He likewise advised antitoxin but 
was discharged. A culture which he took proved 
positive for diphtheria bacilli. 

December ®, vr twelve days after the onset of ill- 
ness still a third physician was called. He gue 
ceeded in getting the parents’ consent to administer 
antitoxin. 

But the end was not yet. This patient had been 
making a valiant fight against the poison of the 
diphtheria bacillus for twelve days before she had 
any help from antitoxin. This poison had so af- 
fected the child’s body that paralysis of the throat 
developed after recovery from the acute illness. On 
January 6, a fourth doctor was called on account of 
this paralysis. He sent the child to a hospital. The 
next day the parents took the child away from the 
hospital against advice. On January 11, the child 
died with no physician in attendance. 

The death certificate in this case shows death from 
post-diphtheritic paralysis. Antitoxin given early 
enough would have saved the child’s life. In fact 
it seems certain that the patient would have recov- 
ered and remained well had antitoxin been given 
at the time the first doctor was called, or even when 
the second doctor was called, in spite of the delay 
in calling a doctor by the parents. Whether or not 
remaining in the hospital after paralysis set in might 
have saved the child’s life is not so certain. In any 
event, while the death certificate shows post-diph- 
theritic paralysis as the cause of death, it is hard 
to escape the conviction that the child actually died 
from parental neglect. 





TUBERCULOSIS DEATHS 1907-1927 


In the chart below is shown the reduction in tuber- 
culosis deaths per 100,000 population in Connecticut 
from 1907 to 1927. 













































































CONNECTICUT STATE, DEPARTMENT, OF HEALTH | 
\1\5o0 | 
NI | 

TUBERC UL DS i$ -| AIL] Forms TN 66,8 
Dedtps (per \clo,ob¢ Pe piulatiorp 
CS i a ~ - a4 


LL 








>d: by 
ently 
Part- 
le il] 
1 un- 
ining 
. the 
ation 
3 Te. 
| the 


hysi- 
but 
oved 


ill. 
suc- 
Ster 


the 
ild 


om 
rly 
act. 


lr- 
it 








Volume 198 


EDITORIAL DEPARTMENT 363 





Number 7 


_ 


The New England 
Journal of Medicine 


SUCCESSOR TO 
Tur Boston MEDICAL AND SURGICAL JOURNAL 


Established in 1828 








Published by THE MASSACHUSETTS MEDICAL SOCIETY 
under the jurisdiction of the following-named committee: 








For Three Years 
Joun W. Bartot, M.D. FREDERICK T. Lorp, M.D. 
CHANNING FROTHINGHAM, M.D, 
For Two Years 
Homer Gace, M.D., Chairman Epwarp C, Srreerer. M.D. 
Evwarp W. Taytor, M.D. 
For One Year 
Wituiam H. Rosey, Jr., M.D. 
Robert B. Oscoop, M.D. 


Rocer I. Ler, M.D. 


EpIToRIAL STAFF 
Daviy L. Epvsatn, M.D. STEPHEN RusumMore, M.D. 
Rew Hunt, M.D. HANS ZINs+ eR, M.D. 
JouNn P. SUTHERLAND, M.D, BENJAMIN Wuits, Pu.D. 
Groreb R. Minot, M.D. HENRY R. Viets, M.D. 
Frank H. Laury, M.D. Ropert N. Nysg, M.D. 
SHIELDS WARREN, M.D. 
Water P. Bowers, M.D., Managing Editor 


ASSOCIATH EpiToRs 
Grorce G. SMirir, M.D. WILLIAM B. Breep, M.D, 
JOSEPH GARLAND, M.D. 
THE NEW HAMPSHIRE MEDICAL SOCIETY 
PUBLICATION COMMITTEE ‘ 
D. BE. Svtxivan, M.D. Emery M. Fircn, M.D. 
JoserH J. Cons, M.D. 
THE VERMONT STATE MEDICAL SOCIETY 
PUBLICATION COMMITTEE 
Wituiam G. Ricker, M.D. Cn 
J. A. Wark, M.D. 





- Dauton, M.D. 








SubpserirTion TERMS: 86.00 per year in advance, postage paid 
for the United States, Canada $7.04 per year, $7.56 per year 
for all foreign countries belonging to the Postal Union. 

Material for carly publication should be received not later 
than noon on Saturday. Orders for reprints must be sent to 
ihe Journal office, 126 Massachusetts Avenue. 

The Journal does not hold itself responsible for statements 
nade by any contributor, 

Communications should be addressed to The New England 
Journal of Medicine, 126 Massachusctts Avenue, Boston, Mass. 





POST-TRAUMATIC HEADACHE 


THE symptoms of headache and dizziness com- 
monly follow head trauma, but they usually dis- 
appear within a month or six weeks after the 
accident, especially if the patient has had suffi- 
cient rest in bed. Occasionally these annoying 
symptoms persist and patients with complaints 
of headache and dizziness are rather unwelcome 
visitors in most hospital clinics. They appear, 
moreover, in considerable numbers before the 
Industrial Accident Board seeking a continua- 
tion of their compensation and a diagnosis, usu- 
ally unmerited, of traumatic neurosis often ap- 
pears on their reeords. 

In the last few years, at least one type of this 
group of patients has undergone careful analy- 
sis and a specific form of treatment has been 
suggested. Dr. Wilder Penfield of the Presby- 
terian Hospital, New York, first began to treat 
patients with chronic meningeal headache by 
lumbar air insufflation in 1922'. He was led to 
using this method by the report of Wartenberg’, 








who had found that air injected into the lumbar 
subarachnoid space would pass upwards and 
either accumulate in the sulci and in a thin layer 
over the convexities of the cerebral hemispheres, 
or pass into the ventricles. In some eases it 
appeared definitely in both places by roentgeno- 
graphic examination of the skull. This method, 
now called. pneumorachicentesis, has been used 
extensively in Germany and in this country as a 
diagnostic measure. Dr. Penfield found, more- 
over, that in certain of his patients with chronic 
meningeal headache the air given by lumbar 
insuffiation collected in a more or less definite 
‘‘nocket’’ at the site of the meningeal adhesions 
which so commonly follow localized trauma of 
the skull. Single, or sometimes repeated, air 
injections have in some eases cured the patients 
of their localized headaches. He has found that 
this method of treatment is of most use in pa- 
tients whose headache is distinctly localized. In 
most of his patients the headache was frontal, 
but its localization depended usually on the site 
of the trauma. The character of the headache 
was dull and the pain was made worse by lifting, 
blowing the nose, or stooping over. Vertigo was 
almost always present from the start. He found 
no physical signs typical of meningeal headache. 
T'wo patients showed some evidence of brain in- 
jury received at the time of the accident, but the 
diagnosis was usually made on the basis of the 
absence of abnormal physical signs when there 
was a history of localized, dull, hammering head 
pain, associated with transient attacks of vertigo, 
all dating from a head injury. Dr. Penfield has 
treated seven patients, whose ages varied from 
four to sixty-five vears. The duration of the 
symptoms was from four weeks to eight years. 
In only three of the seven could fracture be 
proved. In three the site of the headache corre- 
sponded to the site of the blow. The amount of 
air injected varied from 42 to 95 ¢c.c. The imme- 
diate reactionary headache lasted from three to 
nine days after insufflation. ‘‘Pneumograms”’ 
taken after the air injection showed a cyst of the 
pia arachnoid in three cases. 


The report shows that there was a striking 
similarity in the patients’ complaints, which Dr. 
Penfield feels justifies in describing as a syn- 
drome. The uniform relief which lumbar air 
insufflation afforded all the patients thus treated 
by him testified to the specificity of the treat-, 
ment. There are certain dangers connected with 
the insufflation of air, which have been already 
pointed out by Dr. Penfield’s previous work’. 
The method is much simpler than intraventricu- 
lar injections of air and should find a place in 
the treatment of these chronic conditions. 
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HOSPITAL RESPONSIBILITIES 


Tue larger teaching hospitals in the great cit- 
ies must in addition to the main function of heal- 
ing the sick devote attention to the advancement 
of medical knowledge and the training of medi- 
eal students. The large hospitals not connected 
with medical schools are relieved of much re- 
sponsibility in regard to medical classes. They 
must, however, train house officers and residents. 
They may or may not devote special attention to 
laboratory research. The smaller hospitals are 
often handicapped by the lack of house officers. 
All of the work must be done by technicians, 
nurses, attendants or the visiting staff. Thus the 
duties of the hospital staff vary greatly in differ- 
ent hospitals. The duties of the Trustees vary 
likewise. 

But in certain respects the duties of Staff and 
Trustees are the same in the largest and the 
smallest hospital. They must do all in their 
power to give the best possible service to the pa- 
tients committed to their care, they must do all 
that they can to advance medical knowledge, and 
they must do all that they can to make their hos- 
pital an active factor in the community for the 
diffusion of medical knowledge and the promot- 
ion of health. 

The time has passed when the functions of the 
Trustees of any hospital are fulfilled by securing 
a balaneed financial account. 

The Trustees of hospitals must recognize that 
adequate laboratory equipment and service are 
essential today for the proper care of the pa- 
tients. The JourNAL will refer especially to 
laboratory service in association with the Boards 
of health or other organizations or the physi- 
cians of the community in a future number. 
But the duties of the Trustees do not end here. 
The importance of autopsies is one matter which 
the Trustees must recognize. Autopsies may do 
much to broaden the scope of medical knowledge. 
This is fully as true in the small as in the large 
hospital. New facts are learned by the associa- 
tion of carefully and accurately observed clini- 
eal data with post-mortem findings. Not only 
may our knowledge be advanced in this manner 
but from the view point of Trustees anxious to 
increase the efficiency of their institution there is 
nothing which makes for greater care on the part 
of the physician or surgeon than the certainty 
that in case of death his work is to be reviewed 
and echeeked. Furthermore in the matter of au- 
topsies it is the duty of the Trustees of hospitals 
to aid in dispelling the rapidly diminishing op- 
position on the part of certain of the public to 
these examinations. 

Laboratory service, pathclogical examinations 
and autopsies all cost money. But the money 
expended is well invested. Adequate salaries to 
pathologists has been discussed by Dr. E. A. 
Codman which appears on page 330 of this 
issue of the JoURNAL. Every community is enti- 
tled to adequate service of this sort. It can well 


— 


each community. The public never can be ex- 
pected to support liberally any institution not 
believed to be doing its full duty to its patients 
and to the community. There is not the slightest 
doubt about the willingness of any community 
to support the Trustees of any hospital who in 
co-operation with their staff abandon the passive 
attitude now so common and actively seek to 
render their work broader and better than ever 
before. Our hospitals must assume ageressive 
leadership in advancing medical knowledge and 
promoting health. . 





CONGRATULATIONS TO A 
CONTEMPORARY 


FEBRUARY, 1828, the month that witnessed the 
first issue of the Boston Medical and Surgical 
Journal, witnessed also the first appearance of 
the Glasgow Medical Journal. One hundred 
years later, both periodicals issued their cen- 
tenary numbers. Aside from this coincidence in 
chronology there are other points of similarity, 
due no doubt to the general factors which in- 
fluenced the development of medical journalism. 

The Glasgow Medical Journal apparently owed 
its origin to the energy and ambition of William 
Mackenzie, a surgeon and ophthalmologist of 
Glasgow, who, with the backing of some three 
hundred subscribers, produced a highly eredit- 
able publication. Mackenzie occupied the edit- 
oria! chair for less than two years; he was sue- 
ceeded by William Weir, who continued as editor 
until October 1832. During these years the 
Journal was issued as a quarterly. In October, 
1833, it apparently died, but was resuscitated, 
again as a quarterly, in April, 1853. In this form 
it continued to appear until 1866; in the two 
years following it was issued every month. In 
1868 the Journal was in a bad way ; there was ‘‘a 
sameness and heaviness in the articles and an 
absence of leading articles dealing with current, 
that is controversial, medical topies.’’ A meet- 
ing of the medical profession of Glasgow was 
summoned ‘‘to consider the present position and 
prospects of the Glasgow Medical Journal.’’ An 
association, known as the Glasgow and West of 
Scotland Medieal Association, was formed to ear- 
ry on the Journal, and under its auspices the 
Journal has continued a ‘‘steady, more or less 
healthful existence.’’ Since January 1878, it 
has been issued monthly. 

The Centenary Number of the Glasgow Medi- 
cal Journal is delightful. It contains an account 
of the chief events in the history of the publiea- 
tion, with brief biographical sketches of the 
many notable men who were its editors. The 
excellent likenesses of many of these men. pub- 
lished in this number of the Glasgow Medical 
Journal, tell better than words what sort of men 
they were. 

There are short accounts of the institutions of 
Glasgow in connection with which the Medical 
Journal developed. The Medical School of Glas- 
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and Surgeons of Glasgow, Glasgow Hospitals of 
a Century ago, Recollections of Glasgow and its 
University,—these reminiscences of a century of 
Glasgow medicine serve to build up an atmos- 
phere which reminds us in New England of the 
aura which attends the past history of the Massa- 
ehusetts General and the Harvard Medical 
School. 

Sir Dawson Williams, late Editor of the Brit- 
ish Medical Journal, contributed a note on Med- 
icina Curiosa, An Early Medical Journal; Sir 
Squire Spriggs, Editor of the Lancet, writes on 
Medical Journalism; David Rorie, Co-editor of 
The Caledonian Medical Journal, comments in 
charming fashion on the passing years. Other 
articles deal with other phases of medicine, past 
and present. 

The Centenary Number of the Glasgow Medi- 
cal Journal gives the reader a warm, personal 
feeling, as if he had been admitted into the inti- 
macies of the family circle. The NEw EN@uanp 
JOURNAL OF MepIciNneE offers its sincere congrat- 
ulations, and hopes to be present when the Glas- 
gow Medical Journal celebrates the fulfillment 
of its second hundred vears. 





THE TYPHOID CARRIER 


Ir has been recognized that the problem of the 
typhoid carrier often centers in the gall blad- 
der and that excision of this reservoir may re- 
move this source of infection. 

Massachusetts is believed to be the first State 
to endorse this procedure and prove its efficacy 
in paying the charges incident to the operation 
on the person of one John Mentzer. This opera- 
tion was done at the Clinton Hospital. The op- 
eration has been done in other places but the 
first demonstration by a state of the absence of 
typhoid bacilli in the feces over a sufficiently 
long period to warrant the belief of a cure seems 
to justify the ciaim of priority for Massachusetts. 

Mentzer is to be commended for his co-opera- 
tion with the state for he was not ill and was 
unconscious of being a menace to others until 
investigation demonstrated that he was the host 
of the bacillus typhosus. 

He was the source of a considerable epidemic 
of typhoid fever. He has now been relieved of 
the restrictions imposed with reference to hand- 
ling food products. 

The further prosecution of the plan to have 
the state pay for the surgical treatment of ty- 
phoid carriers presents complications. 

In the first place carriers who are not ill may 
object and second the expense will be very great. 

There are many typhoid carriers in Massachu- 
setts. Sixty-one are known and there may be 
according to the suspicions of the State Depart- 
ment of Health at least two thousand. 

With these potential sources of infection, ty- 
phoid fever cannot be regarded as a vanishing 
disease. It will continue to vex health officials, 
— heavy financial burdens and may cause 
eath. 





Sanitary science can deal efficiently with pol- 
luted water supplies but the typhoid carrier is 
an individual problem; its greatness depends on 
numbers and the disposition of individuals. The 
plans of the State Department of Public Health 
will be noted with interest. 





THIS WEEK’S ISSUE 


Contains articles by the following named 
authors : 


WuiteE, Paut D. A.B., M.D. Harvard Medi- 
eal School, 1911. Associate Physician, Massa- 
chusetts General Hospital; Instructor in Medi- 
cine, Harvard Medical School. His subject is: 
‘*Clinieal Cardiovascular Observations’’. Page 
325. Address: Massachusetts General Hospital, 
Boston. 


Copman, E. A., A.B., M.D. Harvard Medical 
School, 1895. F.A.C.S. Member of the Com- 
mittee on the Registry of Bone Sarcoma of the 
American College of Surgeons; Formerly Chair- 
man of the Committee on the Standardization 
of Hospitals, Clinical Congress of Surgeons. His 
subject is: ‘‘The Application of Pathology to 
Surgical Problems’’. Page 330. Address: 227 
Beacon Street, Boston. 


ALLISON, NATHANIEL. M.D. Harvard Medical 
School, 1901. F.A.C.S. Chief of Orthopedic Ser- 
vice, Massachusetts General Hospital; Professor 
Orthopedic Surgery, Harvard Medical School. 
His subject is: ‘‘Heliotherapy in Surgical Tu- 
berculosis’’. Page 332. Address: 234 Marlbor- 
ough Street, Boston. 


Hawes, Joun B., 2nd. A.B., M.D. Harvard 
Medical School, 1903. President Boston Tuber- 
culosis Association; Consultant for Diseases of 
Lungs, U. S. Veterans’ Bureau Dist. No. 1. His 
subject is: ‘‘Suspecting Tuberculosis’’. Page 336. 
Address: 11 Marlborough Street, Boston. 


Brooks, Hartow. M.D. University of Michi- 
gan Medical School, 1895. F.A.C.P. Visiting 
Physician, City Hospital; Consulting Physician 
at the French, Fifth Ave., Polyclinic, Union,. 
Joint Diseases, Beth Israel Hospitals, New York 
City. Consulting Physician at the Mt. Vernon, 
yreenwich, St. Johns, St. Josephs (Yonkers), 
Southside (Long Island), Beth Israel (New- 
ark) Hospitals; Professor of Clinical Medicine, 
New York University. His subject is: ‘‘The Se- 
lection of Cases for Medical or Surgical Treat- 
ment in Gastric and Duodenal Uleer’’. Page 339. 
Address: 47 W. 9th St., N. Y. City. 


ErpMANN, Joun F. M.D. Bellevue Hospital 
Medical College, 1887. F.A.C.S. Director of 
Surgery and Visiting Surgeon, The New York 
Post Graduate Hospital; Professor of Surgery, 
New York Post-Graduate Hospital and Medical 
School, Consulting Surgeon at the Bellevue Hos- 
pital (Gouverneur Branch), Greenwich Hospi- 
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tal, Mt. Vernon Hospital, N. Y. State, New York 
Hospital, N. Y. State Hospital for Insane. His 
subject is: ‘‘The Surgical Consideration of Ul- 
eer of the Duodenum and Stomach’’. Page 344. 
Address 60 W. 52 St., N. Y. City. 


Fitcu, Emery M. M.D. Dartmouth Medical 
School, 1905. F.A.C.S. Surgeon Claremont Gen- 
eral Hospital. His subject is: ‘‘Appendiciti 
in People Over Fifty Years of Age’’. Page 348. 
Address: Claremont, New Hampshire. 


Ciow, Frep E. M.D. Harvard Medical School, 
1904. Visiting Physician, Huggins Hospital; 
Medical Director, Brewster Free Academy. His 
subject is: ‘‘ After Effects of Toxemia of Preg- 
nancy’’. Page 351. Address: Brown House, 
Wolfeboro, N. H. 





The Massachusetts Medical Society 


ULTRA VIOLET LAMPS 
A REQUEST 


Tue Committee on Public Health of the Mass- 
achusetts Medical Society is still continuing its 
efforts to contribute to a better understanding 
of the usefulness of so-called ‘‘ultra violet 
lamps’’. In the responses to the Committee’s 
questionnaires a year ago there was a note of 
caution especially on the part of physicians of 
wider experience with the therapeutic use of 
various forms of radiation. Specific references 
to unfavorable results from exposure to lamps 
were also given. These were summarized in the 
Committee’s report appearing in the JouRNAL of 
June 30, 1927 (page 1081). 

The Committee believes that further informa- 
tion of this sort can be utilized to serve a useful 
purpose and it would be helpful to the work of 
the Committee if any reader of the JourRNAL 
who, notwithstanding customary precautions, 
has had unfavorable, harmful or unexpected 
results, immediate or remote, from exposure to 
‘‘ultra violet lamps’’ or in connection with 
helio-therapy, would write to the Secretary of 
the Committee, Dr. Francis George Curtis, City 
Hall, West Newton, Mass., giving such informa- 
tion regarding the case or cases as may be made 
of practical value for the guidance of others. 

Victor Sarrorp, M.D., 
Chairman, Committee on Public Health. 








THE TREASURER’S REPORT 


The Treasurer of the Massachusetts Medical So- 
ciety makes the following report regarding the 
dividend distribution made March 24. 

The Council of the Society voted to distribute 
the sum of $4000 to the district societies this year. 
The total number of payments received in time to 
count for the dividend computation was 3506 mak- 
ing the dividend per each paid member $1.140901. 

The following table gives the number of pay- 
ments in each district and the dividend. 





DIVIDEND FIGURING, MARCH, 1928 


Total Reported, 3506 
Total, $4000—per member, $1.140901 



























































District Number Reported Chey, 
Paid 
Barnstable 31 $ 35.3 
Berkshire 89 10154 
Bristol North 58 66.17 
Bristol South 174 1985} 
Essex North 152 173.41 
Essex South 165 188.24 
Franklin 30 34.3) 
Hampden 242 276.09 
Hampshire 56 63.89 
Middlesex East 80 91.27 
Middlesex North eccccsssssssesessssseeneee 95 108.38 
Middlesex South 589 671.99 
Norfolk 530 604.67 
Norfolk South 82 93.55 
Plymouth 90 102.68 
Suffolk 672 766.68 
Worcester 303 345.69 
Worcester North wiceccssssseccsen 68 1158 
3506 $4000.00 
Non Resident 207 
Total paid 3713 





Total active membership .. 4294 


The total Massachusetts Membership of the So 
ciety is 4107. Deducting the 108 retired members 
leaves 3999. This shows that 493 members residing 
in Massachusetts and 83 non residents had not paid 
March 1, 1928. 

In 1927 the membership was 3911. There were 676 
Massachusetts members and 69 non resident members 
who had not paid before March 1, 1927. 

A. K. STONE, Treasurer. 





SECTION OF OBSTETRICS AND GYNECOLOGY 

Foster S. Kellogg, M.D. Frederick L. Good, M.D. 

Chairman Secretary 
Frederick J. Lynch, M.D., Clerk 





What is the Treatment of Phlebitis? 


Whether this condition is met with as & 
complication of the Puerperium or secondary 
to a pelvie operation, it must be considered in 
the majority of cases as a manifestation of Sep- 
sis (rarely it may be due to purely mechanical 
factors). Consequently the question of prophy- 
laxis cannot be stressed too strongly—perfeet 
asepsis during a delivery whether normal or 
operative, and perfect asepsis and technique 
during pelvic operations. In pelvie operative 
cases the fact is well established that one is more 
apt to see phlebitis when there has been consid- 
erable tranma—freeing of adhesions, ete.—and 





when there have been numerous tabs ‘‘of bruised 
tissue left in ties, ete.’? When actually con- 
fronted with the condition the treatment is 
principally: rest in bed, and in a horizontal 
position. 

We must not lose sight of the omnipresent 
possibility of an embolus or emboli to other 
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parts. This possibility is best safeguarded] certain elements of metabolic waste. This was 


against by rest. Elevation of the leg is 
helpful, and immobilizing as much as_pos- 
sible by bandaging or by pillow and side 
splints is always advantageous. Pain may be 
relieved by morphine, codeine, ete., but usually 
only in the acute stage is morphine necessary. 
Painting the leg with ichthyol may relieve the 
pain in many cases as may also applications of a 
lead and opium solution. The leg should never 
be massaged because of the probability of favor- 
ing embolism. And for the same reason, stimu- 
lating drugs should not be given. The condition 
may last for a few days, or may persist for 
months. In some eases the oedema resulting 
from the thrombo-phlebitis may persist for 
years, and occasionally for an entire lifetime. 
The patient should not be allowed out of bed for 
at least ten days after the temperature has be- 
come normal, and then should be very careful as 
to the movement of the affected leg. After get- 
ting out of bed, if there is a tendency toward 
oedema, flannel or Bender bandages or properly 
fitted elastic web stockings may be indicated. 





Questions of a similar nature to the above will 
be discussed in the JouRNAL each week. They 
may be addressed to the Clerk of the Committee, 
in care of the JoURNAL and will be answered by 
members of the Committee of the Section of Ob- 
stetries and Gynecology. . 

tanta macs 


BOSTON MEDICAL LIBRARY 


Tue term ‘‘high blood pressure’’ has been so 
often used apart from its context that it is being 
bandied about now as if it were an entity and 
the ‘‘village gossip’’ uses the term as glibly as 
if she were describing the weather, generally 
with a lift of the eyebrows indicative of superior 
intelligence and the obvious intent to pre- 
pare the listener for the worst. It was refresh- 
ing therefore to hear Sir Humphrey Rolleston 
discuss the subject of its true significance. Were 
the present tendeney to popularize the symptom 
to continue it would not be long before every 
housewife would want some sort of an apparatus 
for taking pressures, a habit which would be 
even more banal than that of possessing a clini- 
eal thermometer. The truth of the matter 
seems to centre about two or three points. In 
the first place high blood pressure is of conse- 
quence largely because it reflects certain under- 
lying conditions which may be serious, of and 
by themselves. In the second place many people 
are ‘‘set’’ for a pressure which runs higher or 
lower than the average and for them that pres- 
sure is the norm. In the third place it is prob- 
able that certain pressures which, for the indi- 
vidual, are well above the normal are adaptations 
designed to meet pathological conditions in or- 
gans of the body whose function is concerned 
with the elaboration from the blood stream of 


pointed out many years ago by Cohnheim. 


Viewed in these lights there should be less 
confusion as to the importance of this clinical 
phenomenon and it might be robbed, in those in- 
stances where it is justifiable, of much of its 
sinister significance. Tha important bibliog- 
raphy of this subject, arranged so far as pos- 
sible with these points in mind, will be exhibited 
in Holmes Hall during the week of April 9th. 


There was on exhibition in Holmes Hall a 
fortnight ago a collection of books on the subject 
of Rabies. These were chiefly of historic inter- 
est for they represented the knowledge of this 
disease possessed for the most part before the 
time of Pasteur. There were many of them of 
interest also, because they reflected the storm of 
opposition that so frequently greets any radical 
innovations in the treatment of disease just as 
is often the ease in other of the arts. Many of 
the works of great musical composers, for ex- 
ample, which are now firmly established as class- 
ies, were at first hissed off the stage and their 
authors ridiculed. 

Pasteur’s contribution to the treatment of 
Rabies was no exception and even now there are 
vestiges of the same unreasoning opposition 
cropping out from time to time. The following 
early bibliography on this subject is given to 
point out the difficulties any pioneer may expect 
to meet who ventures to give the world some- 
thing new, no matter how good reason he may 
have for the faith that is in him. 


EARLY LITERATURE ON RABIES ¥ 


1. Andrea, J. 19. F. 360 (1753) Epilepsy, and Mad 
dog bite, Method of cure. 

2. Andry 11.R.5 (1774) Recherches sur la rage. 

3. Arnold, T. 11 r. 35 (1793) Report of case with 
successful treatment. 

4. Bardsley, S. A. 7.6.22 (1807) Report (Case) 
experiments fr. Hospital practice. 

5. Berkenhout, J. 11.R (1783) Claims for infallible 

treatment discussed. 

. Billings, F. S. 11.R. (1886) 14 dogs with Pasteur. 
. Blatchford, T. W. 11R.16 (1856) Report of Sp. 
Com. of A. M. A. to study hydrophobia. 

. Bloodgood, J. C. 6G.422 (1911) Hydrophobia. 

. Bonley, H. M. 11.R. (1874) Discussion at the 

Sorbonne of cure and prevention. 

10. Clark, J. H. 11.R.28 M. Pasteur and Hydro- 
phobia. 

11. Dolan, T. M. 11R.37 (1890) Pasteur and Rabies. 

12. Dulles, C. W. 11.R. (1894) Treatment of Hydro- 
phobia. 

13. Ernst, H. C. 11.R. (1887) Experimental research 
on Rabies. 

14. Local Gov’t Board. fol. 11R. Report of Com. of 
Local Gov’t Bd. to Report on Pasteur treat- 
ment. ; 

15. Hart, G. H. 11.R. (1908) Rabies and its increasing 
prevalence. 

16. Harvey, W. F. 11.8. 3 (1907) Theory and Prac- 
tice of anti-rabic immunization. 

17. Keirle, N. Y. 11.R. 24 (1909) Studies in Rabies 

18. Medical Press. Rep. 11.R.23 (1878) Report of Spe- 
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19. Open Letter 11.R. 20 (1896) Open letter to Edi- 
tors on Hydrophobia as a simulated disease. 

20. Pasteur, L. 1.J.60 Rabies. ; 

21. Reder, A. 23.A.177 (1879) Die Hundsmuth, Lyssa, 
Rabies conina. 

22. Stimson, A. m. (1912) Rabies in N. S. during 1911. 

23. Vansantvoorde, F.A.G. (1813) 4.11.R. Essai Chir- 
urgical. 

24. Dulles, C. W. 11.R. (1894) Hydrophobia in N. S&S. 
Statistics. 

25. Frothingham, L. 11.R. (1906) Rapid diagnosis of 
Rabies. 

26. Dujardin-Beaumetz 32.B.39. No. 5. 1889. Rabies 
in Dept. of the Seine in 1888. 

27. Dujardin-Beaumetz 11.Ah.4. No. 5. 1884. Rabies 
in Dept. of Seine 1881-2-3. 

28. Dujardin-Beaumetz 11.32.B.39. No. 6 Rabies in 
Dept. of the Seine 1889. 

29. Dujardin-Beaumetz 11.32.B.43. No. 9-10 Rabies in 
Dept. of the Seine 1892. 

30. Dujardin-Beaumetz 11.32.B.41. No. 11. Rabies in 
Dept. of the Seine 1881-1891. 

31. Horsley, V. A.J. 2B.45. Mr. H.’s Experiments 
with the virus of Rabies. , 

32. Lutand, A.J. 11.R.27. 1887. Lecture in London on 
Hydrophobia in regard to Pasteur’s method. 


AN AMENDMENT TO THE CHARTER OF 
THE BOSTON MEDICAL LIBRARY 


By the provisions of House Bill No. 941 which 
has now become Chapter 118 of the Acts of 1928, 
the terms of the original Charter of the Li- 
brary have been extended so that the purpose 
for which the Corporation is constituted now 
reads: ‘‘to establish and maintain a Library of 
Medicine and for the promotion of Medical 
Science and Medical Edueation’’. The text of 
the Amending act reads as follows: 





An Act enlarging the Purposes of the Boston 
Medical Library 


Be it enacted by the Senate and House of Rep- 
resentatives in General Court assembled, and 
by the authority of the same, as follows: 


Boston Medical Library, a corporation estab- 
lished on May seventh, eighteen hundred and 
seventy-seven, under general law under the name 
of Boston Medical Library Association, and the 
title of which was changed to its present title 
under the provisions of chapter three hundred 
and sixty of the acts of eighteen hundred and 
ninety-one on May fourth, eighteen hundred and 
ninety-six, shall have, so far as the same may be 
additional to its present purposes, the following 
purposes, to wit:—promoting and advancing 
medical science and medical education. 


This extension was asked for in the hope that 
enlarged power would bring increased useful- 
ness to the institution. As a repository of books, 
with consulting and circulating privileges it has 
well maintained the traditions of its founders 
and has continued to fulfill in an efficient man- 
ner the obvious functions which they had in 
mind at the time of its organization over fifty 
years ago. 

It stands today the fourth in size and im- 
portance amongst the Medical Libraries of the 








United States, and from this dignified and hon. 
orable position it is not likely to recede, but, in 
following the lead of similar institutions else. 
where it is anxious to offer additional facilities 
and services, both within and without the medi. 
eal ranks. 

The future finds itself intimately tied up with 
a present insistent demand for enlarged quar- 
ters. Accumulating books have long since over. 
flown an inadequate shelf room, and still the 
continuous purchase policy must be preserved in 
order to meet a justifiable demand for what is 
good and new in the literature. 

In an earnest endeavor to evolve satisfactory 
plans for development the Library relies upon 
the indulgence and help of its friends. 





In connection with a new function of the Li- 
brary the following circular has been sent to 
other libraries: 


A CIRCULAR TO SMALLER LIBRARIES 


Boston, February 29, 1928. 
To the Librarian: 

The Boston Medical Library is contemplating 
the publication of a monthly list of new medical 
books in which the new books and new editions 
will be listed as issued by the publisher, and 
Subject Headings and B. M. L. and Dewey 
Classification Numbers will be assigned to each 
work. Short concise reviews will be given of 
works available and considered worthy of no- 
tice. Books considered suitable and necessary 
for the small library will be so designated. 

At first the American and British works will 
be listed but gradually the best of the French 
and German and other foreign books will be 
added to the list. 

Not less than ten numbers will be issued dur- 
ing a calendar year and the subscription price 
has been fixed at the nominal figure of five dol- 
lars a year which is about the cost of publication. 
The subject headings and class entries as as- 
signed by an expert classifier are worth the sub- 
seription price to any librarian or ecataloger. 
Much of the difficult part of cataloging should 
be eliminated by these entries. The publication 
of the list will depend on the support accorded 
the venture by medical librarians and other 
interested persons. It is hoped to issue the first 
number in April. If you are interested, sign 
the attached subscription blank and send by re- 
turn mail. Do it now! On your reply depends 
the success of the undertaking. Unless a suf- 
ficient number of subscriptions are promptly re- 
ceived the project will have to be abandoned. 

Yours very truly, 
JAMES F’. BALLARD 
8 The Fenway 
Boston, Mass. 
To the Boston Medical Library 
8 The Fenway, Boston, Mass. 
You are hereby authorized to enter our sub- 
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scription for copies of the B. M. L. Book-list. 


Subscription price $5.00 per year. 
i 


MISCELLANY 


MEMBERSHIP DRIVE OF THE NORFOLK 
COUNTY HEALTH ASSOCIATION 





This movement is approved by the Norfolk County 
Health Authorities according to Dr. N. R. Pillsbury. 
The especial responsibility of the county according 
to Dr. Pillsbury lies in the tuberculosis problem 
which is found in the large number of cases and the 
record of deaths from tuberculosis during the year. 





WHEN INFANTILE PARALYSIS IS EPIDEMIC 


Dr. Charles H. Mayo is quoted by the Children’s 
Bureau as saying that it is futile to attempt to run 
away from infantile paralysis after the epidemic be- 
gins, because recent experiments have shown that 
at such a time the germs of the disease exist in the 
throats of almost all children and of many adults, 
most of whom never show any signs of the sickness. 
“The best thing to do,’ he says, “is to remain at 
home, guard the children against overfatigue and 
indiscretions of diet, give them a little extra rest 
during the day, and watch their temperature.” 





APRIL “TUBERCULOSIS ABSTRACTS” 


During March, 1928, a nation-wide campaign of 
education to impress on the public the importance 
of early diagnosis of tuberculosis was launched. 
Thousands of talks were given and motion pictures 
were shown in many places. Newspapers and maga- 
zines contributed many columns on the _ subject. 
Eight thousand billboards and 500,000 smaller post- 
ers carried the message, and about 10 million pieces 
of printed matter were prepared for free distribu- 
tion. 

In connection with the campaign, numerous ar- 
ticles on the early diagnosis of tuberculosis appeared 
in national, State and local medical journals. While 
each of these articles reflects the individuality of 
the writer, nevertheless, it is evident that opinion 
is almost unanimous concerning the important fea- 
tures of early tuberculosis. Only a few brief glean- 
ings are here presented. 


Famity History—Opie emphasizes that close con- 
tact, such as occurs in the family, is an important 
item in the history. Children and adults in families 
of which some member is tuberculous with sputum 
containing bacilli, are usually infected with tuber- 
culosis and the infections are often severe. Henry 
believes that well-defined contact, especially in chiid- 
hood, is a good basis for suspecting tuberculosis. 
The ideal contact is a baby associating with the 
mother. 

FatiGuE—Hawes lays stress on the constitutional 
symptoms, most important of which are chronic 
fatigue, undue fatigue, ease of tire and loss of 
strength. Miller states that loss of strength is the 
most outstanding symptom of active pulmonary tuber- 
culosis. Homan says fatigue is one of the earliest 
and most important symptoms. 

Hemoptysis—All writers appreciate the _ signifi- 
cance of hemoptysis. Bray classes it as the most sug- 


gestive of the local symptoms. The amount of ex- 
pectorated blood varies from a few drams to sev- 
eral ounces. Copious hemorrhages speak for the 
more advanced stages. A small amount of blood 
must be interpreted cautiously because of the diffi- 
culty in determining its origin. “A physician .who 
fails to realize the significance of hemoptysis,” says 
Minor, “is playing with life.” 

Gastric Symproms—Anorexia, nausea and other 
functional gastro-intestinal derangements, states 
Bray, are not uncommon. “They may be the first 
manifestations and present throughout the course of 
the disease.” 

CoucH—Homan believes that “any cough waich 
persists for more than two or three weeks usually 
means something more serious than an ordinary 
cold or bronchitis and should call for careful con- 
sideration.” Miller states, “any cough that persists 
for one month or longer should be thoroughly in- 
vestigated as to. the possibility of its being tuber- 
culous in origin. While this is a symptom and com- 
plaint common to all respiratory infections, it is 
particularly so in cases of tuberculosis characterized 
by a catarrhal onset.” 

PLteurisy—A history of pleurisy with effusion 
should always arouse suspicion. It may be agonizing 
but more often it is dull-aching in character. It is 
unilateral and for the most part confined to the base. 
According to Homan, 90% of pleurisies are of tuber- 
culous origin. 

TEMPERATURE—Afternoon or evening temperature 
of 99° or over needs explanation, says Webb, and 
the temperature should be studied for at least a 
week with the patient in bed. One or two readings 
in the office are not reliable. Sewall adds, “when 
there is a periodic afternoon rise in mouth temper- 
ature of one-half degree, increased after exercise, 
the evidence for tuberculous infection is strength- 
ened; sub-normal temperature points in the same 
direction (as elevation) if to a different phase.” 

RaLes—All writers agree that the auscultatory 
findings are most important. Otis places his main 
reliance upon the findings of persistent fine rales 
at the apex. They are definitely abnormal and al- 
most pathognomonic of tuberculosis, though not al- 
ways of active cases. He quotes McKenzie’s dictum, 
“The earliest physical sign which is really character- 
istic is the presence of rales.” Réales heard at the 
base are rarely significant. Miller is perhaps most 
emphatic when he says, ‘“‘The presence of persistently 
moderately coarse rales, in fact any type of rales, 
localized in the upper lobe above the third rib war- 
rants a diagnosis of pulmonary tuberculosis.” Webb 
describes the technique of eliciting rales as follows: 
“The patient should be instructed to breathe in 
through the mouth, then to breathe out and to give 
a slight cough with the last part of the outgoing 
breath. Rales are heard in showers and usually 
occur after the cough at the time the breath is. 
inspired.” 

X-rAy—The X-ray helps to confirm the lesions. 
found by physical examination. Sewall says a com- 
plete X-ray of the chest is indispensable as an ob- 
jective aid to diagnosis and that its interpretation 
needs the clinician. Myers regards the single flat 
film as of slight help and recommends the wider 
use of stereoscopic films. ‘The roentgenologist,” he 
adds, “should become familiar with the modern tech- 
nique.” McPhedran points out that in flat films, 
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blood vessels axially radiated cast shadows similar 
to tuberculous nodules. He advises exposures from 
different angles and also in series. Opie says that 
radiological examinations are necessary to determine 
the position and extent of lesions unaccompanied by 
physical sign. The physician should learn to take 
part in the interpretation of plates. 

TUBERCULIN TEST—The tuberculin test determines 
infectivity but not necessarily lesions. Its chief 
value, therefore, is in determining infection in chil- 
dren. However, Homan regards it as a useful aid 
in adults for, in patients with active tuberculosis, 
the reaction to tuberculin comes earlier and is usu- 
ally more marked than in the one with a quiescent 
lesion. 


TuspercLe Bacitti—Finding bacilli in the sputum 
offers conclusive evidence of tuberculosis. A single 
examination is not enough. Repeated failure to find 
bacilli does not rule out tuberculosis. Says Bray, 
“suinea pigs develop tuberculosis frgm being in- 
oculated with sputum from patients where numerous 
microscopic examinations failed to show the bacilli.” 


RESPONSIBILITY OF Docrors—Potts, writing of the 
repsonsibility of doctor and patient in discovering 
tuberculosis, divides doctors into two groups. “The 
first group is on the defensive, defending late stage 
diagnosis because it is all they know how to make; 
.... the second group has a personal feeling of re- 
sponsibility .... they are not fatalists and they are 


not on the defensive.” 





} Livin 75% 





MINIMAL 





| Livin 50% 





MODERATELY ADVANCED 





ADVANCED 


SUBSEQUENT RESULTS OF TREATMENT OF TUBERCULOSIS 
IN RELATION TO STAGE OF DISEASE 
. 


Bardwell analyzed the results of treatment cover- 
ing 10,000 cases discharged from English sanatoria. 
Of those diagnosed ‘‘minimal tuberculosis” on en- 
trance, 75% were alive five years later; of the moder- 
ately advanced, 50%, and of the advanced, “a small 
per cent. only” were alive. (Tubercle, Volume VI, 
October, 1924.) 

There is rarely a positive or “pathognomonic” 
approach to the early diagnosis of pulmonary tuber- 
culosis. The approach is through general medicine 
and the diagnosis in practice usually one by elimina- 
tion or exclusion. 

ALLEN K. KRAUSE. 


AUTHORS QUOTED 


H. A. Bray—N. Y. State Hosp. for Incip. Tuber., 
Ray Brook, N. Y. 

John B. Hawes, 2nd--Former dir. clinic for pulm. 
diseases, Mass. Gen. Hosp., Boston. 

Alfred Henry—Ind. U. Med. School, Indianapolis. 

R. B. Homan—Former dir. The Homan San., El 
Paso, Tex. 

F. M. McPhedran—Phipps Institute, Philadelphia. 

0. O. Miller—Waverly Hills San., Louisville. 

Charles L. Minor—Tuber. specialist, Asheville, N. C. 


—— 
Eugene L. Opie—Phipps Institute, Philadelphia, 
Edward O. Otis—Tufts College Med. School, Bog 
ton. 
John Potts—Tuber. Specialist, Fort Worth, Tex, 
Henry Sewall—Prof. Med. Emeritus U. of Colo 
Denver. ; 
Gerald B. Webb—Colo. Found. for Research jg 
Tuber., Colorado Springs, Colo. 





REFORM IN THE CARE OF CRIPPLED CHILDREN 
INDICATED 


Homer Folks, Secretary of the New York State 
Charities Aid Association, has stated that only one 
of every four children among the thirty thousand 
crippled children in New York State is getting ade 
quate care. 

This statement was made recently at a conference 
of the New York Association of crippled children at 
a weekly lunch of the New York Rotary Club. 

Dr. Lewis A. Wilson, Dr. Walter J. Craig and 
Joseph J. Endres also addressed the meeting, each 
making constructive suggestions. 

—<—<—<$<—<—_ jp —____ 


NOTES ON NATIONAL AFFAIRS 
By Our Regular Correspondent 
A GOVERNMENT HOSPITAL FOR NEW ENGLAND 


A million dollars for a new hospital for veterans 
to be located in Southern New England has been 
approved by the Committee on World War Veterans’ 
Legislation of the House of Representatives, as has 
also $300,000 for the existing hospital at Bedford, 
Massachusetts. These sums are part of a $15,000,000 
program which was to be embodied in a bill prepared 
by Congresswoman Edith N. Rogers of Massachusetts, 
who is now chairman of the subcommittee on hos 
pitalization. There will be another new hospital in 
Kentucky, also costing a million dollars. 


MORE FEDERAL MEDICINE 


Hardly a week goes by but a biil, or several bills, 
are introduced to extend free medical care to various 
classes of veterans. Among the latest are: H. R. 
11948 to grant hospitalization to any person dis- 
charged from the Navy or Marine Corps who has 
contracted tuberculosis in line of duty; H. R. 11759 
to extend hospitalization provisions to all honorably 
discharged men from any branch of the military 
forces in any or all wars ever indulged in by this 
country, regardless of whether certain diseases enu- 
merated are of service origin or not; H. R. 12102, to 
extend hospitalization to certain individuals who 
performed Mexican border duty. Senator Walsh of 
Massachusetts also has several bills to give out- 
patient treatment to veterans of all wars who re- 
ceive a pension or compensation from the govern- 
ment. 
Hearings were held early in March on several 
other measures which would grant federal medical 
care to tuberculous, leprous, and various other af- 
flicted veterans of sundry wars and even to members 
of the Reserve Officers Training Camps during the 
World War. If all of the many bills on these and 
similar subjects should be passed, most of the phy- 
sicians of the country would probably have to be 





J. A. Myers—vU. of Minn., Minneapolis. 


engaged by the Veterans’ Bureau. 
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RELIEF FOR EMERGENCY OFFICERS Another bill introduced by Senator Copeland, S. 

3592, provides that the degrees of doctor of medicine 

After some debate, the Senate on March 15th,|,44q doctor of osteopathy shall be accorded the same 


passed the bill, S. 777, to retire emergency officers 
of the Army, Navy, and Marine Corps who incurred 
physical disability during the World War. Such per- 
sons with not less than 30 per cent disability would 
be placed on the retired list and awarded 75 per cent. 
of the pay to which they were entitled when dis- 
charged. Many medical officers from New England 
are affected by this measure. It will cost the gov- 
ernment nearly five million dollars to retire the 
more than 3000 former officers involved in this 


legislation. 
SERVICE OF MEDICAL OFFICERS 


Another bill applicable to medical officers is H. R. 
11981, which would allow officers of the Army Med- 
ical Department to include active duty performed 
as a member of the Medical Reserve Corps or as a 
contract surgeon in computing length of service for 
purposes of retirement. 


THE PRESIDENT’S PHYSICIAN 


The personal physician of the President, who is a 
major in the Army Medical Corps, is a little nearer 
to being a colonel, as the Committee on Military 
Affairs of the House has favorably reported the bill 
to this effect. Several attempts to bring the matter 
to a vote in the House under the unanimous con- 
sent rule have been frustrated by objections. 

The naval officer assigned to duty as physician to 
the President is also favored by a bill introduced 
in the Senate by Mr. Reed of Pennsylvania as S. 3584. 
He would become a captain in the navy. The present 
incumbent, a distinguished soldier who wears the 
Medal Honor for gallantry in action with the Ma- 
rines, is Lieutenant Commander Joel T. Boone. 


RECOGNITION FOR HEALTH HEROES 


The survivors of the famous yellow fever experi- 
ment in Cuba and the surviving wives of those who 
have passed on would get special recognition by be- 
ing placed on the rolls of the War Department, ac- 
cording to bills prepared by the American Associa- 
tion of Medical Progress and introduced in the Sen- 
ate by Dr. Copeland and in the House by Mr. Wain- 
wright of New York, a former assistant secretary of 
war. 

A bill to change the name of the Ancon Hospital 
in the Canal Zone to the Gorgas Hospital was adopted 
in the House on March 5th. A monument to Gen- 
eral Gorgas in the City of Washington is provided 
for in a bill introduced in the Senate by the well 
known Mr. Heflin. It would cost $50,000. 

THE DISTRICT OF COLUMBIA 


MEDICAL PRACTICE IN 


Hearings on a bill to regulate the practice of the 
healing art in the District of Columbia were recently 
held by a subcommittee of the Senate of which Dr. 
Copeland is chairman. The chiropractors appeared 
in force and insisted that they be given a separate 
examining board, a plea supported by Senator Cap- 
per. Senator Copeland said that he was willing 
and one spokesman for the cultists had agreed to 
the basic science examination, but the meeting came 
to an impasse over a definition for chiropractic, the 
local medical profession properly refusing to stand 


rights and privileges under governmental regula- 
tions. 
A FEDERAL CANCER INVESTIGATION 


A thorough investigation of the ways and means 
whereby the federal government may aid in discov- 
ering a successful cure for cancer would be made 
by the National Academy of Sciences and a report 
rendered to Congress, according to the terms of a 
bill, S. 3554, introduced in the Senate by Mr. Neely. 
For this purpose an appropriation of $100,000 would 
be authorized. 


ANTI-VIVISECTION 


The ubiquitous anti-vivisection bill, said to have 
been inspired by interests in New England, has made 
its customary appearance in Congress, this time as 
H. R. 11998. This measure would make it a mis- 
demeanor for any person to operate or experiment 
on a living dog in the District of Columbia or any 
Territory, except for the purpose of healing or cur- 
ing the dog. 

OLEOMARGARINE 


Several bills dealing with oleomargarine have re- 
cently been introduced in Congress. Thus, H. R. 
11848 would place a tax of ten cents a pound on this 
product when colored in any manner. The reason 
for this measure is said to be because of present 
practices in using yellow fat in old cattle to make 
some makes of oleomargarine resemble butter in 
appearance. Another bill, H. R. 12246, would for- 
bid any money appropriated for the support of any 
ward or employee of the government to be expended 
to purchase oleomargarine, filled milk, or other al- 
leged substitutes for butter. A third bill, S. 3737, 
would likewise impose taxes on oleomargarine made 
to look like butter. 


ee 


MASSACHUSETTS LEGISLATIVE 
NOTES 





House 748, the bill to modify the two year limit 
within which malpractice suits may be initiated has 
been definitely killed by the vote of the Senate on 
March 14, granting leave to withdraw. 





House 1105 has been substituted by the Committee 
on Education for House 148 which embodied the 
recommendations of the Commissioner of Education. 
The new bill provides that every person in control 
of a deaf child between seven and eighteen shall 
cause such child to attend some suitable school, 
approved by the department, where the deaf are 
taught speech and speech reading; provided, that 
this section shall not apply to such a child whose 
mental condition or whose physical condition in 
other respects than deafness is such as to render 
such attendance inexpedient or impractical or who 
is being given private instruction, approved by the 
department, during the time the public schools are 
in session. 





Senate 262 has been substituted by the Senate for 
the report by the Committee on Public Health on 





for that proposed. 


House 785. 
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The new bill provides that the counsel to the sen- 
ate, the counsel to the house of representatives, and 
an able and discreet person learned in the law per- 
taining to pharmacy to be designated by the board 
of registration in pharmacy, be commissioners for 
revising, consolidating and arranging the General 
Laws of the commonwealth pertaining to the prac- 
tice of pharmacy, the conduct and operation of drug 
stores, the sale of drugs, medicine, poisons, narcotics 
and proprietary and patent medicines. They shall 
report to the next general court. 
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RECENT DEATHS 


BAZIN—Dr. EpmMonp ALBERT Bazin, of Haverhill, 
a Fellow of the Massachusetts Medical Society, died 
at his home in that city, of pneumonia, February 11, 
1928, aged 51. 

Dr. Bazin was a graduate of the College of Phy- 
sicians and Surgeons Boston, in 1905, and was for- 
merly a druggist on the staff of the Gale Hospital. 








GRAHAM—Dr. DovcLtas GRAHAM, pioneer writer 
and practitioner of the art of massage, died at his 
home in Brookline, March 24, 1928, at the age of 79. 
He joined the Massachusetts Medical Society in 1873 
and was placed on the retired list in 1922. 





HERSOM—Dkr. JANE Lorp Hersom, 87, one of the 
pioneer women physicians of this country, died 
March 29, 1928, at her home in Portland, Me., after 
a long illness. Dr. Hersom, who was the widow of 
Dr. Nahum A. Hersom, was born at Sanford, and 
following the death of her husband, 47 years ago, 
she studied medicine and was graduated from the 
Women’s Medical College in Philadelphia in 1886. 
She was a member of the American Medical Associa- 
tion and the Women’s Literary Union of Portland, 
and was also a director of the Mary Brown Home and 
the temporary home for women and children. She 
leaves a daughter, Mrs. Rufus H. Jones. 





REILLY—Dr. JAMES Atoysius REILLy, a Fellew 
of the Massachusetts Medical Society, died at his 
home in Dorchester, March 16, 1928, aged 50. 

He was a graduate of Harvard Medical School in 
the class of 1899. He is survived by his widow, Julia 
Louise Desmond Reilly. 
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OBITUARY 
DOUGLAS GRAHAM, M.D. 





Dr. Graham, who died at his home in Brookline, 
March 24, 1928, son of a Scotch farmer, was born 
May 2, 1848, at Kirkoswald, Scotland. It was in this 
village that his great-grandfather on his mother’s 
side of the family, Hugh Rodger, was schoolmaster 
and taught Robert Burns mathematics, land-survey- 
ing, dialling, navigation and gauging. The old-fash- 
ioned clock that belonged to Mr. Rodger and timed 
Burns’ lessons was in the hall of Dr. Graham’s resi- 
dence. 

On his father’s side Dr. Graham’s great-grand-uncle 
was the veritable Tam O’Shanter, whose name he 
bears. Dr. Graham’s descent has been traced to Sir 
William Wallace, the defender of Scotland; thus prov- 
ing what Bret Harte says, that it is dangerous to 
climb the ancestral tree too far lest we find that 





one of our ancestors has been hung; for Wallace 
was not only hung but drawn and quartered, though 
in a good cause, however. 

At the age of 16 Graham emigrated to the United 
States and continued his studies at the academy at 
Lee, Mass. In 1873 he was graduated from the Jef. 
ferson Medical College of Philadelphia. His gradu- 
ating thesis was on Massage and was considered one 
of the three best in a class of 149. He was immedi. 
ately appointed one of the assistant demonstrators 
of anatomy at Jefferson and offered the situation of 
house officer at Wills Eye Hospital, but he preferred 
to return to Boston, where he had formerly resided, 
Here he was admitted to the Massachusetts Medica} 
Society, and later took post-graduate courses in Har. 
vard Medical School in pathology, neurology and or. 
thopedic surgery. After his graduation he was en- 
gaged in private practice in Boston, devoting special 
attention to massage and physical methods of treat- 
ing diseases. He wrote numerous articles as well as 
a large treatise on massage. His book on this sub- 
ject appeared in 1884 and was the first in the English 
language. It passed into the fourth edition and has 
had a life of a third of a century, much longer than 
that of any medical book in the United States. Dr. 
Graham has been regarded by the medical profession 
as an authority on this subject. Occasionally he 
visited Europe to investigate this branch of therapy. 
He was a member of the Alumni Association of Jeffer- 
son Medical College, of which he had been one of the 
vice-presidents for several years; of the British Medi- 
cal Association, and of the American Medical Asso- 
ciation. 

He was in ’Change in Liverpool the day the Kear- 
sarge sank the Alabama. Henry Edwards, a great- 
grandson of Rev. Jonathan Edwards, a friend of 
Lafayette’s for five years, was a friend of Dr. Gra- 
ham’s for seventeen years. He passed away in Dr. 
Graham’s hand as he had expressed a wish to do, 
in 1885, at the age of 87 years. 

Too nearsighted for ordinary amusements such as 
bowling, billiards and cards, Dr. Graham had to in- 
vent most of his own diversions, which he did by 
making humorous verses, which he had printed and 
handed to his friends. 
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CORRESPONDENCE 
ABUSE OF CLINICS 








March 5, 1928. 
Editor, NEw ENGLAND JOURNAL OF MEDICINE, 
126 Massachusetts Avenue, 
Boston, Massachusetts. 
Mr. Editor: 

The recent allusions in the Editorial Department 
of the “JourRNAL” to the abuse of clinics in Boston 
and other parts of the State are well founded. I 
have had occasion to make some inquiries relative to 
conditions in the various out-patient departments 
in Boston, and find that most of these clinics are 
run, to a considerable extent, for the benefit of well- 
to-do people and patients of wealthy insurance com- 
panies. 

The large hospitals in Boston make no pretence, 
whatever, to limit their out-patient departments. 
In fact, there seems to be quite a rivalry, and through 
their social workers there is active competition. 





Each out-patient department having its champions 
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and boasting of the great specialists that may be 
had for nothing. 

The stream of taxicabs and automobiles which 
daily bring the alleged poor to the different hospitals 
must be very gratifying to the eminent men who are 
responsible for present conditions. They have made 
medical charity respectable through propaganda in 
the public press, and have led a great number of 
people to think that the ordinary physician is in- 
capable of diagnosing or treating disease. 


As our editor has so ably stated, the physician is 
entitled to a proper living for himself and family. 
The question is:—Is the average physician obtaining 
I know that 
many of our brethren are not. I know that many 
of us are forced to forego many of the necessities in 
order to make ends meet. 


The cause of the urgent distress among physicians 
in the metropolitan district today, I assert after 
eareful investigation and study, is as follows: The 
Peter Bent Brigham Hospital, The Boston Dispensary, 
The Massachusetts General Hospital, The Boston 
City Hospital and the Children’s Hospital. These are 
the main factors that are eating into the incomes 
of the profession. The lesser hospitals are helping 
the work of eliminating the family physician, but 
their influence is not felt so much. 

In passing I must say a word on the social worker. 
Some of the smaller hospitals have these workers 
examine patients as to their financial resources and 
of course no one, however well-to-do is turned away: 
—no patients, no social workers :— 

The community nurses have of late entered into 
the fray to obtain patients for the hospitals. Many 
of my patients, fairly well off, have been advised 
to go to the different hospitals to have their ills 
“properly” diagnosed! One of these nurses told a 
patient of mine with infantile paralysis, that it was 
compulsory to go to the Harvard Clinic and that 
my treatment was not proper. 

The hospitals reciprocate in the following man- 
ner: All cases that need dressings are referred to 
the community nurse. Does any physician ever have 
the experience of a hospital referring a patient to 
the family doctor for post-operative treatment? You 
would think that was the logical thing to do, but 
it is practically never done. Only once was a pa- 
tient referred back to me in twenty-five years, and 
I will not mention the surgeon’s name lest he lose 
caste. 

Another element which has cut into the income 
of physicians in Boston is the Baby Hygiene Asso- 
ciation or “Well Baby Clinic’. As a result of the 
activities of this association, the pediatric practice 
of physicians in Boston and surrounding towns has 
about disappeared. A sad part about this association 
is that it is supported by the taxpayers of Boston 
at a tremendous expense. 

The nurses attached to this clinic chase over the 
city hunting up babies to go to the clinics. 

The services of these nurses are greatly needed 
in the various city institutions, but the faddists must 
be served, and as a result, these nurses are paid 
for work that is worse than useless. 

Many of the hospital staff of some of the hospitals 
are chafing under the conditions which obligates 
them to work all morning for the destitute Travelers 
Insurance Company, or the decrepit Employers Liabil- 
ity Assurance Company and such like. Unfortu- 


nately these men can say nothing and the cut-throat 
competition is getting worse every day. 

The Society has appointed a committee to investi- 
gate conditions with reference to free clinics and 
health associations, and if this committee gets the 
proper support, great good may be expected from 
their work. 

In the meantime, physicians should treat all cases 
that are possible in the home or else in a private 
hospital. If a doctor sends a patient to one of the 
hospitals mentioned, it is “dollars to doughnuts” 
that that is the end of the patient so far as the doc- 
tor is concerned. One of my patients who was de- 
livered at the Boston Lying-In Hospital, was told 
by the social worker there that on account of the 
baby being born a “breech” she must take the baby 
to their specialist who would make up the feeding 
formula, and that it would cost her ten dollars. In 
justice to the specialist, he only charged her five 
dollars. 

I find that practically all diseases are better 
treated in the home, and I do not except even tuber- 
culosis, providing that there is plenty of sunlight 
and plenty of food. 

Doctors sending minor operative and ordinary dis- 
eases to the public hospitals are only depriving them- 
selves of a practice and encouraging present condi- 
tions. 

Very truly yours, 
CHARLES MALONE, M.D. 

46 St. John Street, 

Jamaica Plain, Mass. 





THE TYPHOID CARRIER 


: March 26; 1928. 
Editor NEw ENGLAND JOURNAL OF MEDICINE: 

I think it is of some interest that the typhoid 
carrier who caused the outbreak in Lincoln around 
December, 1926, has, in the opinion of the Depart- 
ment, been cured of his carrier state. In this out- 
break there were fifty-one cases and one death. So 
far as we know, this is the first time that a gall 
bladder operation for this purpose has been per- 
formed at the expense of the State and also the 
first time that any health department has given the 
statement that in its opinion a permanent typhoid 
carrier is cured. We are following two others who 
have been similarly operated on at the expense of 
the State and a number of persons not professional 
food handlers who have had the operation at their 
own expense, but none of these have been running 
long enough for us to feel sure that cure has been 
effective although the examinations to date are sat- 
isfactory. I think it is also important, as the en- 
closed letter indicates, to note that this carrier feels 
physically very much better than he did before the 
operation. The symptoms of abdominal distress pre- 
vious to the operation were apparently due to gall 
stones and as all the carriers operated on showed 
gall stones as well as cholecystitis, it would seem 
that is it entirely justified to argue that the carrier 
as well as the public will be benefited by such an 
operation. In view of the fact that there are pre- 
sumably two thousand carriers in the State and al- 
though we feel that the operation should be done at 
the expense of the taxpayers only if the carrier is 
a professional food handler, I am not sure whether 





this procedure is governmentally sound or not and 
should be glad of any criticism of it. 
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The enclosed letters are self-explanatory and will 
perhaps be of interest to the profession in the State. 
Cordially yours, 

GrorGE H. BicELow, M.D., 
Commissioner of Public Health. 


Copy 


Bolton, Mass., 
March 18, 1928. 
Dr. George H. Bigelow: 


Dear Sir—I am unable to express my gratitude 
and thanks to you and your assistants, for the very 
great assurance, help, and relief, in the unfortunate, 
undesirable, and trying situation that I have passed 
through in the last fifteen months. 

I seem to feel much improved in health, and hope 
to be more so. 

I will try to keep you informed of my address and 
will be glad to be of service to you or anyone de- 
siring the same. 

I thank you, 
(Signed) Jonn H. MENTZER. 

R. F. D., Bolton, Mass. 


Copy 


March 14, 1928. 
To Whom It May Concern: 

The bearer, John Mentzer of Bolton, Massachusetts, 
was found to be a typhoid carrier in September, 1926. 
In February, 1927, he voluntarily submitted to an 
operation for the removal of his gall bladder, with 
the purpose of clearing up his carrier condition, if 
possible. 

Cultures of bile and stools before the operation 
were positive. A few days after operation the stools 
became negative and have remained so to date. The 
Department asked for a minimum of twelve cultures 
to be submitted at monthly intervals. Mr. Mentzer 
was very codperative and sent in twenty-three speci- 
mens, all of which were negative. A bile culture 
taken a year after the operation was also negative, 
as was also a stool specimen following an artificially 
created diarrhoea. 

The Department, in view of the facts outlined 
above, is willing to state that in its opinion Mr. 
Mentzer is no longer a carrier of typhoid bacilli, and 
that in its opinion it is safe for him to handle food 
for public consumption as far as spreading typhoid 
fever is concerned. 

Yours truly, 
GrorGE H. BiGELow, M.D., 
Commissioner of Public Health. 
A CORRECTION OF A STATEMENT IN THE 

ARTICLE UNDER THE TITLE OF “NURSING 

CANCER PATIENTS IN THEIR HOMES” PUB- 

LISHED IN THE JOURNAL OF MARCH 22, 1928 





March 24, 1928. 
THE NEw ENGLAND JOURNAL OF MEDICINE, 
126 Massachusetts Avenue, 
Boston, Mass. 
Dear Sir: 

I wish to correct an inaccuracy appearing in the 
article on “Nursing Cancer Patients in Their Homes” 
by Lucille Eaves and Associates, in the March 22, 
1928, issue of the New ENGLAND JOURNAL OF MEDI- 
CINE. 

In the first paragraph the article discusses the need 
for terminal beds for cancer patients. It quotes the 








findings of the special report issued by the joint com. 
mittee from the Departments of Public Health ang 
Public Welfare, that cancer patients require an aver. 
age period of terminal care of four to five months 
duration; but it does not state that in the report 
it was estimated that only thirty per cent. of alj 
cancer patients needed such care. This correction 
greatly lessens the number of terminal beds needed, 
During our nine months’ experience at the Pond. 

ville Hospital we have found that the average cage 
does not remain over one month. This difference 
between our previous estimate and our present ex. 
perience indicates that fewer beds for terminal care 
are needed than were emphasized in the report, and 
correspondingly far fewer beds than are intimated 
in Professor Eaves’ article. 

Very truiy yours, 

GrEorGE H. BiIcELow, M.D., 
Commissioner of Public Health. 





GIFTS TO THE MISSISSIPPI DOCTOR 


NEW ENGLAND JOURNAL OF MEDICINE: 
The following books have been sent to our Missis- 
sippi doctor by the Harvard Medical School library: 
Dudley: Gynaecology 5th ed., 1908; Wood: ‘Ther- 
apeutics lith ed. 1900; MacCallum: Pathology, 
1919; Kelly: Operative Gynaecol. 2 v., 1898; Hare: 
Practical Therapeutics 6th ed., 1897; Halliburton: 
Chemical Physiology & Pathology, 1891; American 
Text-book Obstetrics, 1895; Flint: Physiology, 1905; 
Cushny: Pharmacology & Therapeutics, 1899; Holt: 
Diseases Infancy & Childhood, 1897. 
Very truly yours, 
Roy M. CusHMAN, Director, 
The American Red Cross. 
Boston Metropolitan Chapter. 
— 


NEWS ITEMS 


DR. GEORGE R. MINOT’S APPOINTMENT AS 
CONSULTING PHYSICIAN AT THE PETER BENT 
BRIGHAM HOSPITAL—Dr. George R. Minot, re- 
cently made Director of the Thorndike Memorial 
Laboratory at the Boston City Hospital and Pro- 
fessor of Medicine at Harvard, has been appointed 
Consulting Physician at the Peter Bent Brigham 
Hospital. Prior to these appointments, Dr. Minot 
was Associate in Medicine at the Peter Bent Brigham 
Hospital. 

APPOINTMENT OF STAFF ASSOCIATE OF THE 
NATIONAL SOCIETY FOR THE PREVENTION OF 
BLINDNESS, 370 SEVENTH AVENUE, NEW YORK 
CITY—Miss Mildred G. Smith, R.N., formerly Edu- 
cational Agent of the Minnesota State Department 
of Health, has been appointed Staff Associate of the 
National Society for the Prevention of Blindness, 
with headquarters in New York City. Miss Smith 
will act as liaison officer between the Society and 
the various nursing organizations, public and private. 

Miss Smith has had six years of public health ex- 
perience. She’ was with the Red Cross in France 
during the War and has been on the staff of the 
Minnesota State Department of Health since 1925, 
first as Field Representative and recently as Educa- 
tional Agent. 





TYPHOID CARRIERS—The New York State De- 
partment of Health reports that there were found 
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Light refreshments will be served after the meet- 
ing. 
to be one hundred and eighty-eight typhoid carriers 
in that State in 1927. Thirty-three were in State 
institutions. 

Forty-seven cases of typhoid fever were traced to 
these carriers. One carrier was ill with typhoid 
fever in 1871. Removal of the gall bladder appar- 
ently resulted in cures in three cases. 





THE ANNUAL MEETING OF TUFTS COLLEGE 
MEDICAL ALUMNI ASSOCIATION—At this meet- 
ing the following named officers were elected: Presi- 
dent, Dr. George F. Keenan, ’06; First Vice-President, 
Dr. Edward H. Hodgkins, ’15; Second Vice-President, 
Dr. Loretta Cummins, ’03; Third Vice-President, Dr. 
George S. Foster, ’06; Secretary, Dr. Edward Martin, 
11; Executive Committee, Dr. Thomas J. Scanlon, ’03; 
Dr. Edmund W. Wilson, ’07; Dr. Soloman H. Rubin, 
08, and Dr. Edward L. Kickman, ’23. 

Dr. Keenan is a colonel in the Medical Corps of the 
Massachusetts National Guard. 


OFFICERS OF THE NEW YORK ELECTRO- 
THERAPEUTIC SOCIETY—At the Annual Meeting 
of the New York Electrotherapeutic Society held at 
the Polyclinic Medical School and Hospital, No. 335 
West 50th Street, New York, on Wednesday evening, 
March 7th, 1928, the following officers were elected: 

President, Charles R. Brooks, M.D. 

Vice-President, William H. Guillium, M.D. 

Treasurer, Floyd O. Reed, M.D. 

Secretary, Madge C. L. McGuinness, M.D. 

Executive Committee—Frank T. Woodbury, M.D.; 
John Ketterle, M.D.; Joseph J. Eller, M.D.; Leon T. 
Le Wald, M.D. 





a ee 


NOTICES 





Professor Bruno Bloch, Director of the Dermato- 
logical Clinic, University of Zurich at Strasbourg, 
will lecture at the Harvard Medical School at 5 
P. M. Monday, April 16. His subject will be “Forma- 
tion of Pigment in the Skin”. 





THE CANCER CAMPAIGN IN MASSACHUSETTS 


The feature which will characterize the opening 
night of the cancer campaign, announced by last 
week’s JouRNAL, in several of the cities in which 
cancer clinics have been established, is a mass meet- 
ing in which the Mayor of the city and some other 
notable guest will take part. 

In Boston the campaign will be opened by Governor 
Fuller and Mayor Nichols at Symphony Hall on Mon- 
day evening, April 23rd. William Cardinal O’Connell 
is also expected to be present and to speak. Other 
speakers will include Robert B. Greenough, M.D., of 
Boston, W. A. Evans, M.D., of Chicago, and Richard 
C. Cabot, M.D., of Boston. A motion picture will be 
shown after the program of speaking has been com- 
pleted. Admission to this meeting will be by ticket, 
although without charge. Tickets may be obtained 
by addressing Room 546, State House. A stamped 
addressed envelope required of the general public 
may be omitted by members of the medical profession 
in sending for tickets. 

Similar meetings will be held at Lawrence, Lowell, 
Springfield, Greenfield, Worcester (on the evening of 


Tuesday, April 24th) and New Bedford on a date not 
yet fixed. 

It will be recalled by readers of the JourNnat that 
this campaign of education will be conducted under - 
the joint leadership of the Cancer Committee of the 
Massachusetts Medical Society, the American Society 
for the Control of Cancer, and the State Department 
of Public Health. 





CHANGE OF ADDRESS 
The address of Dr. George R. Minot, formerly 188 
Marlborough Street, Boston, Mass., on and after 
April 15, 1928, will be the Thorndike Memorial Lab- 
oratory, Boston City Hospital, Boston, Mass. 
———--—~— 
REPORTS AND NOTICES OF 
MEETINGS 





THE BOSTON DISPENSARY 
CLINICAL STAFF MEETING 

The March meeting of the Clinical Staff of the 
Boston Dispensary was held on Tuesday, March 27, 
1928, in the Medical Department of the Boston Dis- 
pensary at 12:30 P. M. 

After luncheon was served, Dr. Edwin H. Place 
of the South Department of the Boston City Hospital, 
addressed the Staff on the topic: “Some Aspects of 
Contagious Diseases.” 

There was an open discussion by the members of 
the Staff after the lecture. 

Jos. J. SkirBaLt, M.D., Secretary. 





THE LAWRENCE MEDICAL CLUB 


The monthly meeting of the club was held Monday 
evening, March 26, with H. M. Allen, M.D., 3 Logan 
Street, Lawrence. Chairman for the evening, J. J. 
Bartley, M.D. Subject: Control of Communicable 
Diseases, C. L. Scamman, M.D., Boston, from the 
State Department of Health. 





BLIZZARD CLASS REUNION 


The class of Bellevue Hospital Medical College 
which graduated March 12, 1888, the memorable bliz- 
zard day, will celebrate its fortieth anniversary on 
Saturday evening, April 14, by a dinner at the 
McAlpin Hotel, the host being again the generous 
fellow alumnus of that year, Dr. D. Hunter McAIpin. 
Invitations have been sent out to about seventy mem- 
bers of the class whose addresses could be obtained. 
Any alumnus of that class who has not been reached 
is asked to kindly communicate with the acting sec- 
retary, Dr. S. Adolphus Knopf, 16 West 95th Street, 
New York City, and he will receive an invitation to 
the dinner. As an additional feature of the celebra- 
tion, Dr. McAlpin wishes any one of the old boys 
who has a son who has followed in the footsteps of 
his sire, to bring his son with him so as to make 
the occasion of the fortieth anniversary memorable 
for two generations. 





MEETING OF THE ESSEX SOUTH DISTRICT 
MEDICAL SOCIETY 


The Essex South District Medical Society held its 
stated meeting at Lynn Hospital on Wednesday, 
March 7, at 5 P. M., at which the following clinical 
program was presented: 





1. Harvey F. Newhall, M.D. 
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Fascia lata graft as suture material in patella 
operation. 
2. Walter L. Hearn, M.D. 
, a—Hirschprung’s Disease. 
b—Polyneuritis. 
3. J. Armand Bedard, M.D. 
a—Unexplained Alopecia. 
b—A case of ovarian cysts. 
4. M. C. Smith, M.D. 
A case of Leischmaniasis tropica. 
5. William G. Ward, M.D. 
Recklinghausen’s Disease. 
6. Maurice T. Briggs, M.D. 
Intestinal Infantalism. 
7. Harold A. Johnson, M.D. 
Torsion of the Spermatic Cord. 
8. Moving Pictures of Walker-Gordon Milk Produc- 
tion. 

The dinner at seven o’clock was followed by a short 
business meeting at which Dr. Mary R. Lakeman 
of the State Department of Health spoke of the ob- 
servance of cancer week beginning April 23, and 
asked that the society take notice of the emphasis 
on cancer to be made at this time. 

Dr. Henry R. Viets of Boston delivered a lecture 
with lantern slides and moving pictures upon “The 
Acute Infections of the Nervous System”. Attend- 
ance 70. 

Wm. T. Hopkins, Reporter. 





THE MASSACHUSETTS PSYCHIATRIC SOCIETY 


A meeting of the Massachusetts Psychiatric So- 
ciety will be held at the Boston Psychopathic Hos- 
pital, 74 Fenwood Road, Boston, Friday, April 20th, 
at 8 P. M. 

The speaker of the evening will be Dr. A. A. Brill 
of New York. He will discuss the “Psychiatry of the 
Present Day from the Standpoint of the Psychoan- 
alytical School.” 

WINFRED OVERHOLSER, 
Secy. Mass. Psychiatric Society. 





APRIL MEETING OF THE WINTER TRAINING 
COURSE 


The April meeting of the Winter Training Course 
for Officers Medical Section, Organized Reserves, U. S. 
Army, in Boston, and vicinity, will be held on April 
11th, at the University Club, 40 Trinity Place, Boston, 
Mass. 

The meeting will begin promptly at 8.00 P. M. The 
room number will be on the announcement board at 
entrance on first floor. Officers attending the meet- 
ing will be given credit for participation in military 
activities. 

This will be the last meeting of the season. 

Wo. LystTeEr, Colonel, M. C. 





THE MEETING OF THE NEW ENGLAND 
PEDIATRIC SOCIETY 


The one hundred and eighth meeting of the New 
England Pediatric Society will be held at the Bos- 
ton Medical Library on Friday, April 13, 1928, at 
8:15 P. M. 

The following paper will be read: “The Results 
of the Use of the Calmette Tubercle Bacillus Vaccine 





in Infants and Animals,” William H. Park, M.D, 
New York. 
WILLIAM W. HoweELtL, M.D., President. 
RANDOLPH K. Byers, M.D., Secretary, 





BOSTON MEDICAL HISTORY CLUB 


The next meeting of the Boston Medical History 
Club will be held at the Boston Medical Library on 
Friday, April 13th, at 8:15 P. M. Annual meeting 
with election of officers. 


PROGRAM 


Dr. Isador Coriat: ‘Why did Harvey Ascribe the 
Discovery of the Circulation of the Blood to Galen?” 
Dr. George Sarton: “Muslin and Jewish Science.” 





THE LAWRENCE CANCER CLINIC 


Announcement was made by the Joint Committee 
of the Lawrence Medical Club and the Lawrence 
General Hospital, of the opening of the Lawrence 
Cancer Clinic, at the Lawrence General Hospital, 
on Tuesday, April 24, 1928, at 10 A. M. Future can- 
cer clinics will be held at the Lawrence General Hos- 
pital upon the first and third Tuesdays of each month, 
during the year, at that hour. The clinics will be 
manned by the thirty-five members of the Medical 
Staff of the Hospital. Like the other Cancer Clinics, 
through Massachusetts, it will be primarily a diag- 
nosis clinic, and the cases will then be referred, by 
letter, to the family physician. To open the cancer 
week education campaign for Lawrence, Methuen, 
Andover and North Andover an open meeting will 
be held at Qliver School hall, 183 Haverhill Street, 
Lawrence, on Monday, April 23, at 8 P. M., at which 
a talk on cancer will be given by a speaker of promi- 
nence. 


J. F. B. 





MEETING OF THE HARVARD MEDICAL SOCIETY 


The next regular meeting of the Harvard Medi- 
cal Society will be held as usual in the amphitheatre 
of the Peter Bent Brigham Hospital, Tuesday eve- 
ning, April 10th, at 8:15 P. M. The program follows: 

Presentation of cases. 
Bacterial allergy in relation to infections. 
Zinsser. 


Dr. Hans 


PERCIVAL BAILEY, Secretary. 





MASSACHUSETTS GENERAL HOSPITAL 


Staff Meeting, Moseley Memorial Building, Thurs- 
day evening, April 12, 1928, at 8:15 P. M. The pro- 
gram will be given by the Neurological and Neuro- 
Surgical Services, and includes the following sub- 
jects: 

(1) Dr. C. A. McDonald: Demonstration of some 
unusual ocular manifestations of encephalitis. (2) 
Dr. Sidney Biddle: Pneumorachicentesis, with dem- 
onstration of X-ray plates. (3) Dr. George Clymer: 
Local fat atrophy following insulin injection. (4) 
Dr. Jacques DeBusscher: Chlorylen therapy in tri- 
geminal neuralgia, tics and migraine. (5) Dr. John 
S. Hodgson: Chordotomy for the relief of pain. (6) 
Dr. W. J. Mixter: Alcohol injections in angina pec- 
toris. (7) Dr. H. C. Solomon: Tryparsamide and 
malaria in the treatment of neurosyphilis. Alternate 





subjects: Dr. Charlies S. Kubik: Progressive bulbar 





Vol 
Nu! 


pal 
bre 
thi 


vit 





he 
” 


” 
's 





Volume 198 
Number 7 


EDITORIAL DEPARTMENT 377 








palsy. Dr. J. B. Ayer and George Tobey: The cere- 
prospinal fluid in the diagnosis of lateral sinus 


thrombosis. 
Physicians, students and nurses are cordially in- 


vited to attend. 
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SOCIETY MEETINGS 


April 40—Harvard Medical Society. For complete notice 
see page 376. 

April 11—April meeting of the Winter Training Course. 
Detailed notice appears on page 376. 

April 12—Massachusetts General Hospital Staff Meeting. 
Detailed notice appears at the end of Massachusetts Gen- 
eral Hospital Staff Meeting report on page 321, issue of 
March 29. 

April 13—Boston Medical History Club. 
for detailed notice 

April 13—Meeting of the New England Pediatric Society. 
Detailed notice appears on page 376. 

April 14—Blizzard Class Reunion. Complete notice ap- 
pears on page 375. 

April 20—Massachusetts Psychiatric Society. 
tailed notice see page 376. 

April 24—Lawrence Cancer Clinic. 
complete notice. 

June 18-22—Convention of the Catholic Hospital Asso- 
ciation. Complete notice appears on page 1597, issue of 
February 16. 


DISTRICT MEDICAL SOCIETIES 
Essex North District Medical Society 


May 2, 1928 (Wednesday)—Annual meeting at Haverhill, 
12:30 P. M., at the Haverhill Country Club, Brickett Hill, 
Gile Street, Haverhill. 

May 3, 1928 (Thursday)—Censors meet for examination 
of candidates at Hotel Bartlett, 95 Main Street, Haverhill, 
at 2 P. M. Candidates should apply to the Secretary, 
J. Forrest Burnham, M.D., 567 Haverhill Street, Law- 
rence, at least one week prior. 


Essex South District Medical Society 


April 11 (Wednesday)—Essex Sanatorium, Middleton. 
Clinic at 5 P. M. Dinner at 7 P. M. 
Dr. Raymond S. Titus, ‘Obstetrical Emergencies.” 
Discussion by Drs. J. J. Egan of Gloucester and 
a * Hawes of Lynn, 10 minutes each, and from 
the floor. 


May 3 (Thursday)—Censors meet at Salem Hospital for 
the examination of candidates at 3:30 P. M. Candidates 
should apply to the Secretary, Dr. R. E. Stone, Beverly, 
at least one week prior. 


May 8 (Tuesday)—Annual meeting. 
appears on page 1437, issue of January 26. 


Norfolk District Medical Society 


May 3—Censors’ meeting. Roxbury Masonic Temple, 
4P.M. Applications will be mailed by the Secretary upon 
en Detailed notice appears on page 271, issue of 

arch 22. 


May 8—Annual meeting. Details to be announced. 


Suffolk District Medical Society 


Combined meeting of the Suffolk District Medical 
Society and the Boston Medical Library will be 
held at the Boston Medical Library, 8 The Fen- 
way, at 8:15 P. M., as follows: 


April 25—Annual meeting. Election of officers. Prof. 
Julius Bauer, Professor of Medicine in the University of 
Vienna, and .Physician-in-Chief to the Polyclinic, will 
deliver an address. His subject will be announced later. 





See page 376 


For de- 
. 


See page 376 for 


Detailed notice 


The medical profession is cordially invited to attend 
this meeting. . 


Notices of meetings must reach the JourNaL office on the 
Friday preceding the date of issue in which they are to appear. 
ei 


BOOK REVIEWS 


Cannula Implants and Review of Implantation Tech- 
nics in Esthetic Surgery. By CHARLES CONRAD 
MILLER, M.D. The Oak Press, Chicago. 1926. 


A small book dealing with various types of bone, 
cartilage, fat, rubber, and gutta percha implantations 
to create better appearing scars and wounds. Inter- 
esting, but not extremely clear. 





A Manual of Gynecology. By JoHN OsBoRN POLAK, 
M.Sc., M.D., F.A.C.S. Lea & Febiger, Philadelphia. 


A very complete manual of gynecology including 
the physiology of the female organs and diagnosis of 
gynecological conditions and also numerous para- 
graphs upon special diseases of the vulya, vagina, etc. 
The numerous diseases of the uterus and infections of 
the uterus are separated into two chapters, as are 
benign neoplasms and malignant tumors of the uterus. 
There is an interesting paragraph on sterility which 
is included in the same chapter as gonorrhea. At 
the end of the book there is a short but good para- 
graph on the glands of internal secretion. A well- 
written, concise book. 





Transfusion of Blood. By Hrenry M. Fernsiatt, M.D. 
The Macmillan Co., 1926. 


A small monologue on blood transfusion with a 
historical résumé. First physiological considerations, 
methods of grouping donors and various methods of 
transfusions are discussed and then the author’s 
method is given in great detail. This consists of a 
single syringe with a two-way stopcock. The method 
looks simple and probably is in the hands of an ex- 
pert, but like all mechanical appliances is difficult in 
the hands of the ordinary surgeon. 





Manual of Operative Surgery. By Sir Hotsurt J. 
WarInG, M.S., M.B., B.Sc. (Lond.), F.R.C.S. Hum- 
phrey Milford, Oxford University Press. 1927. 


A short manual of surgery in its sixth edition. It 
is brought up to date by revised chapters on the vari- 
ous specialties. Nearly all surgical techniques and 
methods are included in a short, brief manner. For 
quick review of a subject the book would be valuable 
but for study would not be full enough. A worth- 
while reference. 


The Surgical Clinics of North America. June, 1927. 
Philadelphia and London. W. B. Saunders Com- 
pany. 


Interesting articles on various lesions from the 
foremost clinics in Philadelphia. All of the articles 
are well done and there is nothing especial to review 
in detail. 

The Surgical Clinics of North America. April, 1927. 
Cancer. 


Numerous articles upon cancer from the various 
surgeons interested in this disease throughout the 
country. Short articles well done which give one a 
good idea of the various types of tumors and their 
treatment. There is a good article on the physical 
considerations and use of radium and x-ray. 


Die Leitungsbahnen des Schmerzgefuhls und die 
chirurgische Behandlung der Schmerzzustande. 
Proressor Dr. O. Forrster. Urban & Schwarzen- 
berg. Berlin and Wien, 1927. 


This monograph is a very complete treatise on pain 
and its surgical treatment. The first portion of the 
book is devoted to a discussion of the character of 
pain and its conscious perception. This is followed 
by the anatomy of the pathways by which painful 
stimuli are transmitted to the brain. The effect of 
interruption of these pathways at different points, 
and particularly the resulting areas of skin anes- 
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thesia following section or injury of various nerves 
and nerve roots, is very well demonstrated. 


The section on treatment of various painful lesions- 


is very complete. One gathers that the author does 
not depend on the section of posterior nerve roots 
(Foerster’s operation) as much as he has done in the 
past but is now using, in many cases, section of the 
spinothalamic tract as advocated by Frasier and 
Spiller. In this connection it is interesting to re- 
member that section of the posterior spinal roots was 
performed by Dr. J. W. Elliott in March, 1902. I be- 
lieve this was the first time this operation was per- 
formed in Boston. 

An interesting variation from our usual technique 
here in America is the substitution of weak solutions 
of formaldehyde for alcohol in the injection of sen- 
sory nerves for the relief of pain. 

The book is well illustrated, but like so many scien- 
tific works published in Europe, the paper covered 
volume will need binding before it can be placed in 
one’s library. 

This monograph will be of great value to the stu- 
dent and also to the surgeon who deals with cancer 
and other painful lesions. 





Diseases of Women. By Harry STURGEON CROSSEN, 
M.D., F.A.C.S. The C. V. Mosby Company, St. 
Louis, 1926. 


A very excellent reference book and practical book 
on Gynecology brought up to date by Dr. Crossen’s 
various associates. All the new methods of gyneco- 
logical diagnosis are present and the newer pathology 
such as adenomyomata, etc., are described. There 
are a great many photographs which add a great deal 
to its value. It seems to be the equal of any of the 
modern Gynecologies. 





Percival’s Medical Ethics, edited by CHAUNCcEY D. 
LEAKE. The Williams & Wilkins Company, Balti- 
more, 1927. xi-+ 291 pp. 


This new edition of Percival’s Medical Ethics, with 
an introductory essay by Professor Leake and a bib- 
liography by Thomas Percival, is qa welcome addition 
to the literature on medical history. Although the 
original work of Percival refers chiefly to the rules 
of etiquette developed in the profession to regulate 
the professional contacts of its members with each 
other, it still has much of interest for the modern 
reader. Professor Leake has written a brilliant in- 
troduction to the volume. 





The Springtime of Physick, Being a Diverting Out- 
line of Medicine and Surgery, by LAurANcE D. 
Repway, M.D. Free Press Printing Co., Burling- 
ton, Vt., 1928. ix + 68 pp. 


The book aims to present bits of medical history 
in a facetious manner. The style is rather fatuous 
and the book could only be recommended for those 
who have many idle moments. As a humorous pub- 
lication it did not greatly appeal to the reviewer. 





Safeguarded Thyroidectomy and Thyroid Surgery. 
A Manual Designed as a Practical Guide for the 
General Surgeon. By CHARLES CONRAD MILLER, 
M.D. F. A. Davis Company, Publishers, Philadel- 
phia. 


One concludes from the subtitle and from a perusal 








of the introduction that the purpose of this book jg 2 


particularly to urge the general surgeon to take on 4 


thyroid surgery, and to indicate to him how baseless — 
are his fears of goiter surgery. The reviewer Quotes 
below one paragraph from the introduction ag typical 
of the book: , 

“You will find reviewing the many other books 
upon goiter surgery, that writers in their bid for 
patients try to impress readers that in learning to do 
goiter surgery the operator will kill half a dozen 
people. To a conscientious man this is an effective 
deterrant. If an operator did, it would be a crime,’ 
Adequately informed, any surgeon who is fairly ex. 
perienced in general surgery can do his first goiter 
operation just as safely as he can do his five hun- 
dredth. Hence this book, for I feel strongly that 
general surgeons should do thyroid operations.” 

The simple quotation of the above paragraph could 
effectively constitute a review of this book. The re 
viewer feels, however, that the above statements are 
so misleading and wrong, that nothing short of a 
statement that in his opinion they are not true 
is permissible. 

Neither the technical nor the pre- and post-opera- 
tive management side of thyroid surgery is as simple 
as the author states. Both require an extensive back- 
ground of experience, and without it mortalities will 
continue to occur until it is obtained. If the author 
has had an extensive thyroid experience it may seem 
simple now. Contempt, however, even based upon 
familiarity ‘has led to many a calamity in surgery 
and elsewhere. 

The book is divided into a discussion of the signs 
of thyroidism and a few of its complications and then 
the so-called “Technique of the Safeguarded Opera- 
tion.” ; 

In the reviewer’s opinion there is very little in the 
book to recommend it. 
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